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insurance  company  formed  by  physicians.  So 
we  understand  the  specialized  needs 
of  your  profession. 

We  meet  those  needs,  too,  with  products  and 
services  designed  to  provide  you  with 
protection  and  financial  security. 


Products  like  . . .an  extremely 
competitive  term  insurance  plan 
enabling  you  to  acquire  maximum  protection 
you  can  afford  now' . . .and  later. 

Plus. . .innovative  interest  sensitive  life  policies 
providing  permanent  protection,  attractive  cash 
value  growth  and  a great  deal  of  plan  flexibility. 


Noncancellable  and  guaranteed  renewable* 
disability  income  protection  designed  specifically  for  our  select  market 
providing  own  occupation  coverage  and  a lifetime  sickness  benefit. 


Still  other  competitive  savings  programs  are  offered . . . no-load  tax-deferred 
annuities  available  through  a single  deposit  or  flexible  payment  schedule  as  well 
as  various  investment  options  to  fund  your  pension  plan  (i.e.  stock  fund,  bond 

fund,  guaranteed  investment  fund...). 

At  APL,  we  are  committed  to  providing  member  physicians,  their  families 
and  employees  with  the  best  protection  possible  at  the  lowest  possible  cost. 
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Critical  Care  article.  The  authors  say  experience  gained 
in  the  area  of  liver  transplantation  not  only  benefits  liver 
transplant  patients  but  also  extends  to  other  areas  of  clinical 
medicine.  — COVER  BY  BRENDA  KESTER,  MEDICAL  MEDIA  PRO 
DUCTIONS,  METHODIST  HOSPITAL  OF  INDIANA 


EDITOR 

Frank  B.  Ramsey,  M.D. 

MANAGING  EDITOR 
Tina  Sims 

BUSINESS  MANAGER 
Richard  R.  King 

Editorial  Assistant:  Toni  Hughs 
Circulation:  Dottie  Martens 


EDITORIAL  BOARD 
Elton  Heaton,  M.D. 

Richard  N.  Dexter,  M.D. 

( Terms  expire  Dec.  31.  1991) 
Gary  M.  Ayres,  M.D. 

Robert  C.  Ziss,  M.D. 

( Terms  expire  Dec.  31.  1989 ) 
Thomas  J.  Conway,  M.D. 

I.E.  Michael,  M.D.' 

(Terms  expire  Dec.  31.  1990 ) 
Medical  Students: 

Mike  Agostino 
Mark  Rodefeld 


CONSULTING  EDITORS 
Steven  C.  Beering,  M.D. 
Charles  A.  Bonsett,  M.D. 
Alvin  J.  Haley,  M.D. 
Rodney  A.  Mannion,  M.D. 
Alan  T.  Marty,  M.D. 

W.D.  Snively  Jr.,  M.D. 


Indiana  MEDiciNE/January  1989 — Vol.  82,  No.  1 


1 


EXAMINING 
) STATE  & NATIONAL 
MEDICAL  ISSUES 


The  AMA  supports  the  Harvard  resource-based  relative  value  scale  (RBRVS)  as 
a mechanism  for  a Medicare  national  fee  schedule.  However,  members  of  the  AMA 
House  of  Delegates  at  the  Interim  Meeting  approved  a list  of  changes  that  should 
be  made  in  the  RVS  before  it  is  implemented. 

Concern  still  exists  over  how  long  a transition  period  will  be  necessary 
to  implement  a national  fee  schedule  based  on  RBRVS  and  how  soon  the  transition 
will  begin.  The  AMA  has  also  called  for  refinement  of  the  Harvard  study  to 
better  measure  practice  and  training  costs,  geographic  and  specialty 
differentials  and  coding  for  office  visits.  Report  AA,  which  was  accepted  by  the 
AMA  House,  also  supports  expanding  the  RBRVS  to  include  more  specialties. 

The  AMA  recommendations  said  the  RBRVS  should  not  be  used  to  force 
mandatory  assignment  on  physicians. 

Medicare  is  expected  to  be  a target  for  cost  reductions  in  President 
Reagan's  1989  budget  proposal.  Approximately  $15  billion  of  the  needed  $35 
billion  in  total  budget  cuts  for  the  deficit  reduction  will  occur  in  cutbacks  in 
government  benefits  programs.  The  budget  was  scheduled  to  go  to  Congress  in 
early  January.  President-elect  Bush  may  revise  the  plan,  but  is  not  expected  to 
make  changes  in  the  planned  Medicare  cuts. 

HHS  recently  released  figures  showing  that  the  1987  health  care  bill  was 
11.1  percent  of  the  GNP . Per  capita  health  expense  was  $1,987.  (Fiscal  year  1987 
is  a 9.8  percent  increase  over  FY  1986.) 

The  AMA  has  available  a new  booklet,  "HIV  Blood  Test  Counseling:  Physician 
Guidelines . " The  cost  is  $2  per  copy  with  a minimum  order  of  five  booklets. 

Order  from  the  AMA  Division  of  Health  Sciences,  535  N.  Dearborn,  Chicago,  IL 
60610. 

A two-part  videocassette  and  teacher's  guide  have  been  prepared  by  the 
AMA  and  General  Motors  as  part  of  their  collaboration  to  promote  wider  use  of 
safety  belts.  "Safety  Belts:  For  Dummies  or  People"  is  designed  for  youngsters 
ages  6 to  8.  "The  Game  of  Your  Life"  is  targeted  toward  junior  high  students  and 
demonstrates  the  effects  of  alcohol  consumption  on  driving  abilities.  This  video 
project  kit  has  been  mailed  to  93,000  schools. 

ISMA  will  receive  a sample  kit  that  will  be  available  to  member  physicians. 
To  order  your  own  kit  from  the  AMA,  contact  Jane  Coughlin,  AMA  Department  of 
Consulting  Services,  (312)  6A5-AA19. 
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IN  INDIANA. . . 


The  ISMA,  the  Indiana  Section  of  the  American  College  of  Obstetricians  and 
Gynecologists  and  the  Indiana  Chapter  of  the  American  Academy  of  Pediatrics 
have  embarked  on  a campaign  to  seek  increased  funding  for  prenatal  care  in 
Indiana . They  want  Medicaid  funding  increased  to  include  women  and  infants  whose 
families  have  incomes  up  to  150  percent  of  the  federal  poverty  level. 

The  campaign  stems  from  Indiana's  high  infant  death  rate  and  the  state's 
low  funding  of  prenatal  care  through  the  SOBRA  option.  SOBRA  (the  Sixth  Omnibus 
Budget  Reconciliation  Act)  permitted  states  to  expand  Medicaid  funding  for 
pregnant  women  and  their  infants  in  families  whose  incomes  are  at  or  below  185 
percent  of  the  federal  poverty  level. 

In  1988,  Indiana  opted  into  the  program  at  only  50  percent  of  the  federal 
poverty  level  ($4,650  annual  income  for  a family  of  three). 

Indiana's  infant  mortality  rate  is  11.2  per  1,000  live  births.  A report 
issued  by  the  Institute  of  Medicine  showed  that  every  $1  spent  on  prenatal  care 
saved  $3.38  in  medical  care  for  low  birthweight  or  at-risk  babies.  A Blue 
Cross/Blue  Shield  study  showed  that  a low  birthweight  baby  costs  the  Medicaid 
program  on  the  average  of  $15,000  during  its  first  year  of  life. 

ISMA  President  Fred  Dahling,  M.D.,  William  Graham,  M.D.,  and  Philip  N. 
Eskew,  M.D.,  representing  ACOG,  and  Virginia  Wagner,  M.D.,  of  IAAP,  participated 
in  editorial  board  visits  at  newspapers  in  Indianapolis  or  Fort  Wayne  on  Dec.  20 
to  bring  attention  to  the  prenatal  care  funding  issue. 

Blue  Cross/Blue  Shield  has  set  back  its  Dec.  22  deadline  to  Feb.  1,  1989, 
for  signing  Network  Physician  agreements.  While  that  deadline  applies  to  those 
physicians  who  wish  to  be  included  in  the  physician  directory,  the  Blues 
indicate  doctors  may  be  accepted  into  the  program  throughout  the  year.  ISMA 
mailed  a memo  to  all  members  in  mid-December  to  clarify  the  major  differences  in 
the  three  Network  Physician  agreements  and  to  urge  physicians  to  discuss  the 
pros  and  cons  of  the  contracts  with  their  legal  and  financial  advisers.  If  you 
did  not  receive  the  mailing,  contact  Ron  Dyer  or  Tina  Dillard  at  ISMA,  (317) 
925-7545  or  1-800-382-1721. 

The  Medicare  Assistance  Program  (MAP)  continues  in  Montgomery  County. 

More  than  80  persons  have  been  certified  in  the  program,  which  seeks  to  make 
certain  that  low  income  elderly  have  access  to  medical  care.  Under  the  program, 
physicians  voluntarily  agree  to  accept  what  Medicare  pays  for  those  persons  who 
present  a MAP  card  when  they  seek  treatment. 

Applicants  must  meet  income  guidelines  of  $8,655  if  single,  or  $11,595  a 
year  combined  income,  if  married.  Volunteers  from  senior  citizen  groups  in 
Montgomery  County  certify  and  provide  identification  cards  to  those  applicants 
who  qualify. 
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MEDICAL 

—JuKBBQKa 

CHARLES  A.  RONSETT,  M.I).,  Indianapolis 


IF  INDIANA  WEATHER  is  following 
its  usual  pattern,  then  the  tempera- 
ture outside  when  the  reader 
receives  this  issue  of  Indiana 
Medicine  should  be  cold  — a good  time 
to  read  an  interesting  letter  of 
reminiscence  from  Dr.  Kenneth 
Kohlstaedt.  The  letter  should  have  a 
warming  effect. 

Dr.  Kohlstaedt,  former  vice-presi- 
dent of  clinical  research  for  Eli  Lilly 
Co.,  is  retired  and  living  in  Palm 
Springs,  Calif.  His  letter  arrived  last 
July  when  we  were  experiencing  a heat 
wave  and  a drought. 

“Dear  Charlie, 

As  I read  the  enclosed  article 
(regarding  the  use  of  genetic  probes  in 
muscular  dystrophy)  from  that  great 
medical  journal  — The  Wall  Street 
Journal  — l am  reminded  of  the 
research  at  Riley  [Children’s  Hospital] 
on  muscular  dystrophy  . . . The  infor- 
mation contained  in  this  article  is  far 
beyond  my  day  in  research  (I  began  by 
perfusing  the  isolated  tail  of  the  dog  — 
this  led  to  discovery  of  angiotensin). 

As  I read  between  the  lines,  I sur- 
mised that  this  fundamental  research 
could  lead  to  a therapy  for  this  horri 
ble  condition  . . . 

I have  a suggestion  — It  would  be  in- 
teresting to  compare  the  number  of 
heat  strokes  that  are  occurring  in  the 
present  heat  wave  with  the  record  for 
1936.  The  temperature  in  Indianapolis 
for  more  than  25  days  was  + 100°  F in 
1936.  We  were  receiving  10  to  15  cases 
of  heat  stroke  each  evening  at  the 
receiving  ward  of  City  Hospital.  The 
mortality  was  high.  [A]  rectal 
temperature  of  108°  was  common.  Our 
treatment  was  ineffective.  As  I 
remember,  mortality  was  ±50%.  In 
1936,  there  was  no  air  conditioning. 
Many  of  the  patients  had  performed 
hard  labor  in  the  sun  all  day.  They  lived 
in  very  poor  rooms,  often  on  the  second 


Dr.  Kenneth  Kohlstaedt 


floor  of  a building  in  near  downtown. 
In  this  year  of  depression,  diet  was 
very  poor.  [There  was]  no  salt  intake. 

This  might  be  compared  with  1988. 
Temperatures  are  about  the  same,  but 
in  1988,  nutrition  by  and  large  [was] 
much  better,  and  air  conditioning  even 
in  poor  sections  is  fairly  common.  Also, 
treatment  is  far  better:  1)  the  rooms 
in  hospital  are  air-conditioned  and  2) 
our  knowledge  of  treatment  is  much 
better. 

I have  an  interesting  incident  to  re- 
count. In  September  1936,  I received 
the  results  of  treatment  for  heat  stroke 
and  heat  exhaustion  at  a Friday  night 
seminar  at  [the]  medical  school.  Dur- 
ing the  height  of  our  ‘epidemic’  of  heat 
stroke,  one  evening  we  attempted  to 
improvise  some  air  conditioning.  We 
obtained  300  lb.  cakes  of  ice,  placed 
them  in  tubs  and  had  fans  blowing  over 
the  ice.  We  used  a large  room  of  8 beds 
on  old  Ward  1 in  the  basement  of  the 
administration  building.  We  were 


delighted  with  the  cooling,  but  we 
forgot  to  control  humidity.  Our  experi- 
ment was  a failure,  but  when  I 
reported  this  at  the  seminar  we  all 
agreed  that  a controlled  environment 
was  needed. 

We  had  another  problem  at  City 
Hospital.  The  surgeons  were  on  the 
first  floor.  When  operating  at  night,  it 
was  necessary  to  open  windows  dur- 
ing very  hot  weather.  Many  tiny  bugs 
got  through  the  screens.  In  January 
1937,  Eli  Lilly  installed  air  condition- 
ing for  the  entire  surgical  suite.  A huge 
air  conditioning  unit  was  placed  in  one 
of  the  anesthesia  prep  rooms.  Obvious- 
ly, here  was  a chance  to  test  our  idea 
of  [the]  effect  of  low  temperature  and 
low  humidity  in  treatment  of  heat 
stroke.  As  medical  director,  I left  [an] 
order  that  I was  to  be  notified  when 
a patient  with  heat  stroke  was  diagnos- 
ed in  the  receiving  ward.  The  weather 
was  moderate  until  late  June;  then  we 
had  our  first  really  hot  day.  At  1 p.m., 
the  nurse  called  and  said  a patient  with 
heat  stroke  was  in  the  admitting  room. 
I rushed  down  — it  was  a perfect  case, 
temperature  [of]  106°,  stertous 
breathing,  unconscious.  We  placed  the 
patient  in  a surgical  operating  room. 
By  4 p.m.,  [the  patient’s]  temperature 
[was]  98°,  [and  the]  patient  [was]  awake. 
We  were  ready  to  write  our  paper. 
However,  we  decided  to  keep  our  pa- 
tient in  this  cool  environment  for 
another  24  hours.  As  I recall,  [the]  next 
day  about  2 p.m.,  I received  a call  from 
the  nurse  who  was  attending  the  pa- 
tient. ‘He  has  had  another  stroke.  His 
temperature  is  104°.’  I rushed  over  and 
then  we  tumbled.  Our  patient  had 
malaria.  He  was  travelling  on  a gon- 
dola car  on  the  Pennsylvania  Railroad. 
He  came  from  Arkansas.  There  went 
our  Nobel  Prize. 

It  was  a lesson  I have  never  forgot- 
ten . . .’’ 
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Medical  Administration  Publications 

has  released  CPT  Coding  Made  Easy , 
the  first  technical  reference  to  the 
American  Medical  Association’s  CPT 
book.  The  text  teaches  the  reader  how 
to  avoid  costly  billing  errors  that  result 
from  misinterpretations  of  the  pro- 
cedures described  in  CPT.  The  text  is 
$49.95,  including  shipping  and  handl- 
ing. To  order  a copy,  write  M.A.P.,  671 
Executive  Drive,  Willowbrook,  111. 
60521  or  call  (312)  654-1666  or 
1-800-624-6994. 

DataChem’s  newest  blood  warmer  is 
even  more  efficient  at  heating  fluids  to 
body  temperature  for  intravenous  in- 
jection. FloTem  He  is  a small,  compact, 
lightweight  solid  state  unit  that  uses 
dry  heat  instead  of  heated  water.  It 
provides  uniform  heat  to  a heating 
plate,  which  has  special  grooves  built 
in  to  accommodate  I.V.  tubing  carry- 
ing blood  to  the  patient.  Like  its 
predecessors,  FloTem  lie  does  not  re- 
quire disposable  coils,  cuffs  or  bags. 

Lactaid  Inc.,  which  markets  lactase 
enzymes  and  lactose-reduced  foods,  an 
nounced  that  its  Patient  Starter  Kits 
are  now  available  to  all  physicians. 
These  kits  include  an  information 
booklet  on  lactose  intolerance  and 
samples  of  Lactaid  tablets  and  lactase 
drops.  With  this  kit,  lactose-intolerant 
patients  can  enjoy  any  milk  or  dairy 
food  without  gastric  distress. 

DataChem  has  introduced  a blood 
analyzer  system  using  bar-codes  to 
automatically  calibrate  the  analyzer. 
The  system’s  bar  codes  are  built  into 
the  chemical  reagent  kits  that  accom 
pany  the  system.  They  also  set  the  pro- 
per wavelength  automatically;  store 
the  expiration  date  and  lot  number;  re- 
tain all  normal  values  and  signals  for 
abnormal  values;  test  the  calibration 
of  the  analyzer;  provide  an  inventory 
of  the  number  of  tests  left  in  kit;  and 
initialize  the  system  to  new  tests  so  the 
analyzer  is  never  obsolete.  The 
analyzer  system  can  be  used  by  physi- 
cians as  their  own  inhouse 
laboratories. 


News  ol  what  is  new  in  the  medical 
supply  industry  is  composed  of  abstracts 
from  news  releases  by  book  publishers 
and  manufacturers  of  pharmaceuticals, 
clinical  laboratory  supplies,  instruments 
and  surgical  appliances.  Each  item  is 
published  as  news  and  does  not  neces- 
sarily constitute  an  endorsement  of  a 
product  or  recommendation  for  its  use 
by  Indiana  Medicine  or  by  the  Indiana 
State  Medical  Association. 


Tri-Jon,  Inc.  now  manufactures  The 
Protector™,  a silicone  device  with  a 
polyethylene  one-way  valve  to  be  in- 
serted into  the  mouth  of  a patient  who 
receives  cardiopulmonary  resuscita- 
tion (CPR).  The  device  protects  the  pa- 
tient and  the  person  providing  CPR 
because  it  is  sterilized  with  gamma 
radiation  and  packaged  in  sterile  form. 
Its  unique  valve  is  capable  of  with- 
standing the  pressure  of  the  victim’s 
clamping  jaws.  The  Protector™  is 
registered  with  the  Federal  Drug 
Administration. 

Hewlett-Packard  has  introduced 
enhanced  ECG  Workstation  for 
personal-computer-based  ECG  manage- 
ment solution  for  the  clinic,  group  prac- 
tice or  small  hospital.  The  new  product 
provides  enhanced  capabilities  over  the 
company’s  earlier  HP  43610A  at  a 
reduced  price.  It  offers  many  features 
of  larger,  more  expensive  ECG 
management  systems,  including 
storage,  editing  and  automatic  routing 
of  ECG  reports. 

Hewlett-Packard  Co.  has  released  a 
self-guided  electrocardiography  course 
that  covers  a broad  range  of  topics  and 
includes  a complete  final  exam.  The 
course  consists  of  a pre-test,  an  intro- 
duction to  electrocardiography  and  sec- 
tions on  the  anatomy  and  physiology 
of  the  heart.  It  also  includes  ECG 
techniques,  a sample  electrocardio- 
graphic record  and  adult  and  pediatric 
electrocardiography  instructions.  The 
price  of  “Electrocardiography:  A Self 
Guided  Course  for  Technicians”  is  $50. 
To  order,  call  1-800-225-0230. 


Bristol-Myers  Oncology  Division  has 
introduced  a new  40-mg  vial  for  its 
cancer  chemotherapeutic  agent, 
Mutamycin®  (mitomycin).  The  new 
size  augments  the  previously  available 
line  of  5-mg  and  20-mg  vials  and  pro- 
vides greater  dosing  flexibility  and  con- 
venience. Bristol-Myers  Oncology  Divi- 
sion is  a part  of  the  Bristol-Myers  U.S. 
Pharmaceutical  Group  in  Evansville, 
Ind. 


Wampole  Laboratories  has  released 
Crypto-LA®  test,  a rapid  latex  ag- 
glutination slide  for  the  qualitative  and 
quantitative  determination  of  Crytoco- 
ccus  neoformans  antigen  in  serum  and 
cerebrospinal  fluid.  This  test  is  a con- 
venient method  providing  clinical 
reliability  without  the  delays  of  culture 
or  the  inconvenience  of  india  ink 
methods. 

Wampole  Laboratories  has  intro- 
duced ONE-STEP  hCG,  a new  one-step 
pregnancy  test  for  urine  or  serum.  The 
test  device  takes  less  than  one  minute 
to  set  up.  It  has  no  multiple  reagents 
or  time-dependent  additions  and  re- 
quires no  washing,  pretreatment  of 
sample  or  waiting  between  steps.  A 
color  change  develops  if  hCG  is  pre- 
sent. Results  may  be  read  in  five 
minutes  for  urine  samples  and  seven 
minutes  for  serum  samples. 

The  first  medical  office  automation 
system  to  integrate  an  optical  mark 
reading  scanner  with  physicians’  prac- 
tice management  software  and  micro- 
computer hardware  is  now  available 
through  Systems  Plus,  Inc.,  distributor 
of  “The  Medical  Manager.”  Targeted 
at  large  group  practices  and  clinics,  the 
ADDSCAN  Automated  Medical  Pro- 
cedure Entry  System  essentially 
replaces  the  traditional  data  entry  pro- 
cess with  state-of-the-art  bubble  scan- 
ner technology,  enabling  users  to 
potentially  eliminate  hours  of  data  en- 
try, increase  data  accuracy  and 
streamline  billing  procedures. 
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Dosing  Flexibility 


Methyltestosterone  U.S.P  Tablets 


Android/f  rVl 

Fluoxymesterone  U.S.P  Tablets,  10  mg.  pdr 

For  Full  Prescribing 
Information, 
Please  See  PDR 

<br<™  BROWN  PHARMACEUTICAL  COMPANY,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


Android  5 10  25 


FOX  RUN 


At  Zionsville 

Indiana's  finest  homesites  are  now  available  at  Zionsville’s  FOX  RUN. 
83  acres  of  rolling,  wooded  Eagle  Creek  countryside  will  soon  be  a beautiful 
neighborhood  for  42  fortunate  families. 

Huge  trees  and  scenic  ravines  accentuate  the  rural  elegance  of  FOX 
RUN  — only  minutes  from  Zionsville  Colonial  Village  and  Interstate  465. 

A select  group  of  the  finest  custom  builders  insure  that  quality  and 
good  taste  are  paramount 


Country  Charm 


• One-Four  Acre  Home  Sites 

• Zionsville  Schools 

• Walk-out  Basements 

• TV  Cable 

• Seven  minutes  to  1465 

• Paved  Streets 

• Storm  Sewers 

• Custom-built  Homes 

• Underground  Utilities 


• Two  miles  to  Wolf  Run  Golf  Club 

• Wooded,  Rolling  Ravines 
® Country  Mini  Estates 

• Minimum  2200  Sq.  Ft  Living  Area 

• Lots  priced  from  $38,900 

• Rural  Private  Living 

• Room  for  recreation 

• Natural  Gas 


152nd  & Michigan  Road 


FOR 

COMFORT 

AND 

VALUE 


ADDS  UP 
TO  YOUR 
BEST  BUY! 

Efficient  • Economical 
• Dependable  • Low 
Maintenance  Cost 


YOU'RE 
SMARTER 
TO  USE 
GAS 


Only  42  homes  will  grace  FOX  RUN  and  interested  parties  are 
encouraged  to  contact  Kenny  Rodgers,  A.H.M.  Graves  at  873-5391. 


I ARAFATE 

^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidme  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigemcity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  1 21  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2  2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 
OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088  1712-47)  and  in  Unit  Dose  Identification  Paksof  100  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  C's  on  the  other  Issued  1 /87 


Reference: 

1 Eliakim  R.  Ophir  M,  Rachmilewitz  D JClin  Gastroenterol  1987 ,9(4)  395  399 


CAFAD276 


Another  patient  benefit  product  Irom 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY  MO  64137 


0160N8 
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Carafate  for  the 
ulcer-prone  NSAID  patient 


Aspirin 


and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers.1  For  those  NSAID 


users  to  become 


users  who  do 


develop  duodenal  ulcers,  CARAFATE"  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  - therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


OkRAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 


0160N8 


THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


cefaclor 


Pulvules- 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  lor  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae , Haemophilus  mfluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CEC10R  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs’  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother’s  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions,  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea)  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  Irarely.  Stevens-Johnson  syndromel 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthntis/arthralgia,  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosmophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs’  test 

• False-positive  tests  for  urinary  glucose  with  Benedict’s  or  Fehling’s 

solution  and  Clmitest*  tablets  but  not  with  Tes-Tape8  (glucose 
enzymatic  test  strip,  Lilly)  iobtobsij 

Additional  information  available  from  Pv  2351  amp 

Eli  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


Indiana  University  CME 

The  Indiana  University  School  of 
Medicine  will  sponsor  the  following 
continuing  medical  education  courses 
for  January,  February,  March  and 
April: 

Jan.  26-28:  Surgical  Laser  Use: 
Basics  and  Specifics,  Indiana  Univer- 
sity School  of  Medicine,  Indianapolis. 

Feb.  9:  Update  in  Infectious 
Diseases,  University  Place  Executive 
Conference  Center  and  Hotel, 
Indianapolis. 

Feb.  17-18:  Winter  Meeting,  Indiana 
Chapter,  American  College  of 
Surgeons,  Columbia  Club,  Indianapolis. 

Feb.  20:  Educational  Programming 
and  Options  for  Hearing-Impaired 
Children,  University  Place  Executive 
Conference  Center  and  Hotel, 
Indianapolis. 

March  2:  Infectious  Diseases,  Reid 
Memorial  Hospital,  Richmond,  Ind. 

March  15:  Ob/Gyn  Update,  Univer- 
sity Place  Executive  Conference 
Center  and  Hotel,  Indianapolis. 

March  17:  Neurologic  Update, 
University  Place  Executive  Confer- 
ence Center  and  Hotel,  Indianapolis. 

March  18-19:  Annual  Meeting,  In- 
diana Society  of  Anesthesiologists  and 
Anesthesia  Update,  University  Place 
Executive  Conference  Center  and 
Hotel,  Indianapolis. 

March  29:  Dermatology  Update  for. 
the  Non-Dermatologist,  University 
Place  Executive  Conference  Center 
and  Hotel,  Indianapolis. 

March  30-31:  1989  Symposium  on 
Mammography  and  Breast  Ultrasound, 
University  Place  Executive  Confer 
ence  Center  and  Hotel,  Indianapolis. 

April  10-14:  Electrocardiographic  In 
terpretation  of  Complex  Arrhythmias: 
A Physiological  Approach,  Krannert 
Institute,  I.U.  Medical  Center, 
Indianapolis. 

April  19:  Pulmonology  Course, 
University  Place  Executive  Confer- 
ence Center  and  Hotel,  Indianapolis. 

April  20:  Sports  Medicine,  Reid 
Memorial  Hospital,  Richmond,  Ind. 

For  more  information  on  these  CME 
programs,  call  Melody  Dian,  assistant 
director,  CME,  (317)  274-8353. 


The  Journal  of  the  American  Medical  Associa- 
tion publishes  a list  of  CME  courses  for  the 
United  States  twice  yearly.  The  January  listing 
features  courses  offered  from  March  through 
August;  the  July  listing  features  courses  offered 
from  September  through  February. 


Emergency  Medicine 

The  10th  Annual  Mammoth  Moun- 
tain Emergency  Medicine  Ski  Confer- 
ence will  be  March  5 to  10  at  Mammoth 
Lakes,  Calif.  The  conference  is  co- 
sponsored by  the  University  of  Califor- 
nia, Irvine,  and  the  Orange  County 
Emergency  Department  Nurses 
Association.  The  cost  of  the  conference 
is  $395  for  physicians,  $225  for  nurses 
and  $275  for  physicians  in  training  and 
physicians  assistants.  For  more  infor- 
mation, write  Medical  Conferences, 
Inc.,  P.O.  Box  52  B,  Newport  Beach, 
Calif.  92662  or  call  (714)  650  4156. 


Methodist  Hospital  CME 

Feb.  22:  Worker’s  Compensation 
Program  for  Physicians,  Methodist 
Hospital,  Indianapolis. 

March  10-12:  5th  Annual  Symposium 
on  SWL:  Urinary  and  Biliary,  Westin 
Hotel,  Indianapolis. 

For  information,  call  Dixie  Estridge, 
CME  coordinator,  Methodist  Hospital 
of  Indiana,  (317)  929-3733. 


Evansville  Seminars 

St.  Mary’s  Medical  Center  in 
Evansville  will  sponsor  the  following 
CME  seminars: 

Feb.  9:  Psycho-Cardiology  Seminar. 

March  9:  The  MacKenzie  Seminar  — 
A Woman’s  Response. 

April  6:  The  Geriatric  Seminar  — 
Social  Issues  in  Geriatric  Care. 

All  seminars  will  be  in  the  amphi- 
theatre of  St.  Mary’s  Medical  Center. 

For  more  information,  write  to  Con 
tinuing  Medical  Education,  St.  Mary’s 
Medical  Center,  3700  Washington 
Ave.,  Evansville,  Ind.  47750  or  call  (812) 
479-4468. 


Nutrition  in  Health 

“Nutrition  in  Health  — The  Scientific 
Challenge  for  the  21st  Century”  is  the 
theme  for  the  Xllth  International  Con- 
ference on  Preventive  and  Social 
Medicine  sponsored  by  the  Interna- 
tional Federation  for  Preventive  and 
Social  Medicine.  The  conference  will  be 
Aug.  13  to  16  in  Montreal,  Canada.  For 
complete  details,  write  The  Colum 
bia/Kenness  Team,  1010  St.  Catherine 
St.  West,  Suite  645,  Montreal,  Quebec, 
Canada,  H3B  1G7,  or  phone  (514) 
874-1833. 


University  of  Michigan  CME 

The  Office  of  Continuing  Medical 
Education  of  the  University  of 
Michigan  Medical  School  is  sponsoring 
a course  titled  “Advances  in  Computed 
Tomography  and  Magnetic  Resonance 
Imaging.”  The  course  will  be  April  26 
to  28  at  Towsley  Center  in  Ann  Arbor, 
Mich.  Participants  will  receive  22 
credit  hours  in  Category  I of  the  Physi- 
cians Recognition  Award  of  the 
American  Medical  Association.  For 
more  information,  contact  Betty 
Phillips,  Office  of  CME,  Towsley 
Center,  Box  0201,  Ann  Arbor,  Mich. 
48109-0201 -(313)  763-1400. 


“I’m  looking  forward  to  a pleasant  day, 
therefore,  I’ll  be  ‘in’  to  patients — and  ‘out’ 
to  salesmen.” 
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PHYSICIANS. 
SCHEDULE  SOME  TIME 

for  your  country: 

Many  physicians  would  like  to  devote  some  rime  to  their 
country  in  a local  Army  Reserve  unit  We  know  that  making  a weekend 
commitment  can  he  difficult  for  most  physicians  So  it  is  practical  tor 
the  Army  Reserve  units  to  be  flexible  about  time.  It's  worth  discussing 
Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  Lo  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  he  a part 
of  one  of  the  world’s  most  advanced  medical  teams 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call:  Major  Delk-Calkins,  (317)  542-3758  (collect). 


ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 
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I\l)l  \\  \ MeI)I<  ini:  oilers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the 
faculty  of  the  Indiana  l 'diversity 
School  of  Medicine.  The  program  is 
coordinated  and  supported  by  a 
grant  from  the  school's  Division  of 
Continuing  Medical  Education. 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Indiana  University  School  of 
Medicine  certifies  that  this  CME  ac- 
tivity meets  the  criteria  for  one 
credit  hour  in  Category  1 for  the 
Physician's  Recognition  Award  of 
the  American  Medical  Association, 
provided  it  is  used  and  completed 
as  designated. 

To  obtain  Category  1 credit  for 
this  month's  article,  complete  the 
quiz  on  page  70. 


Persistent  Pulmonary  Hypertension 
of  the  Newborn 


ELIZABETH  A.  PETERS,  M.D. 
WILLIAM  A.  ENGLE,  M.I). 
JAMES  A.  LEMONS,  M.I). 
Indianapolis 


The  authors  are  from  the  Section  of 
Neonatal-Perinatal  Medicine,  Department 
of  Pediatrics,  Indiana  University  School  of 
Medicine  and  the  James  Whitcomb  Riley 
Hospital  for  Children. 
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PERSISTENT  PULMONARY  hyper- 
tension of  the  newborn,  or  per 
sistent  fetal  circulation,  is  a con- 
dition that  complicates  a variety  of 
acute  respiratory  ailments  in  near 
term  and  term  neonates.  Following 
meconium  or  amniotic  fluid  aspiration, 
perinatal  depression,  sepsis,  hyaline 
membrane  disease  or  diaphragmatic 
hernia,  pulmonary  vascular  resistance 
may  remain  or  become  elevated  after 
birth.  High  pulmonary  resistance 
causes  pathologic  right-to-left  shunting 
at  the  level  of  the  foramen  ovale  and 
ductus  arteriosus;  clinically,  this  may 
result  in  hypoxia,  acidosis  and/or 
cyanosis  in  the  newborn. 

Transitional  Circulation 

The  blood  returning  to  the  fetus 
through  the  umbilical  vein  is  responsi- 
ble for  supplying  the  oxygen  needs  of 
the  fetus  (the  partial  pressure  of 
oxygen  is  approximately  30  torr).'  Fif- 


ty percent  of  this  relatively  well- 
oxygenated  blood  bypasses  the  liver 
and  is  shunted  through  the  ductus 
venosus  into  the  thoracic  inferior  vena 
cava.  Nearly  half  of  the  inferior  vena 
caval  blood  flow  passes  through  the 
foramen  ovale  into  the  left  heart,  and 
subsequently  the  right  arm  and  head, 
such  that  the  brain  receives  the  most 
well-oxygenated  blood  within  the  fetus. 
The  remainder  of  the  blood  from  the 
inferior  cava  mixes  with  the  poorly 
oxygenated  blood  returning  from  the 
superior  vena  cava  and  flows  into  the 
right  ventricle  and  the  pulmonary 
artery.  The  majority  of  blood,  85%  to 
95%,  flowing  into  the  pulmonary 
artery  passes  through  the  ductus 
arteriosus  and  into  the  descending 
aorta.  A small  amount,  5%  to  9%,  per- 
fuses the  pulmonary  vascular  bed.  This 
blood  flow  pattern  results  in  the  poorly 
oxygenated  blood  perfusing  the  body 
parts  below  the  level  of  the  ductus 
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TABLE  1 

Neonatal  Diseases  and  Stress 

Factors  Associated  with  PPHN 

Perinatal  stress 

Hypoxia 

Meconium  aspiration 

Hypothermia 

Amniotic  fluid  aspiration 

Acidosis 

Bacterial  pneumonia 

Hypotension 

Sepsis 

Anemia 

Congenital  diaphragmatic  hernia 

Hypoglycemia 

Pneumothorax 

Hypocalcemia 

Respiratory  distress  syndrome 

Hyperviscosity 

Transient  tachypnea  of  the 

Prenatal  exposure  to 

newborn 

prostaglandin  synthetase 

Transposition  of  the  great  vessels 

inhibitors 

arteriosus.  The  principal  factors  main 
taining  this  fetal  blood  flow  pattern  are 
the  high  fetal  pulmonary  vascular 
resistance  and  the  low  resistance 
placenta. 

When  the  fetus  is  born,  the  blood 
flow  pattern  makes  a transition  to 
postnatal  distribution.  The  low 
resistance  placenta  is  removed  from 
the  circulation,  and  mechanical  disten- 
tion of  the  pulmonary  vessels  occurs 
with  breathing.  The  resulting  decrease 
in  pulmonary  vascular  resistance  coin- 
cident with  an  increase  in  systemic 
vascular  resistance  causes  a rise  in 
blood  flow  through  the  pulmonary 
vascular  bed,  allowing  the  lungs  to 
begin  gas  exchange.  With  alveolar  ven- 
tilation and  increased  oxygen  content 
within  formerly  atelectatic  alveolar 
saccules,  pulmonary  vascular 
resistance  drops  further.  With  these 
changes  in  pulmonary  and  systemic 
vascular  resistance  and  increased 
oxygenation,  the  foramen  ovale  and 
ductus  arteriosus  close.  The  pulmonary 
vascular  resistance  falls  most 
dramatically  in  the  first  few  minutes 
of  life  as  the  newborn  adjusts  to  the 
extrauterine  environment.  Pulmonary 
vascular  resistance  continues  to 
decrease  rapidly  over  the  next  24  hours 
and  then  gradually  declines  to  adult 
levels  by  4 weeks  of  age.2 

Pathophysiology 

In  an  infant  with  persistent 
pulmonary  hypertension,  the  expected 
fall  in  pulmonary  vascular  resistance 
either  fails  to  occur  or  the  resistance 
rises  again  after  the  first  few  hours  of 
life.  When  this  occurs,  the  neonatal  cir 
dilation  may  revert  to  a more  fetal  like 
circulation.  Blood  flow  to  the  lungs  is 
reduced  and  a large  fraction  of  poorly 
oxygenated  venous  blood  is  shunted 
through  the  foramen  ovale  and/or  duc- 
tus arteriosus  into  the  systemic  circula- 
tion. The  mixing  of  poorly  oxygenated 
venous  blood  with  the  oxygenated 
blood  that  has  passed  through  the 
lungs  occurs  either  within  the  heart  or 
distal  to  the  ductus  arteriosus, 
resulting  in  desaturated  blood  perfus 


ing  the  body.  If  the  lungs  are  injured, 
oxygenation  may  be  impaired  so  that 
the  oxygen  saturation  of  blood  in  the 
left  side  of  the  heart  and  systemic  cir 
culation  is  reduced.  Reversion  to  a fetal 
circulation  pattern  may  further  reduce 
the  oxygen  saturation  of  systemic 
blood  in  neonates  suffering  from  acute 
lung  injury,  causing  the  neonate  to 
become  increasingly  hypoxemic, 
acidotic  and  cyanotic. 

The  pulmonary  vasculature  is  a 
dynamic  system.  Pulmonary  vascular 
tone  can  be  influenced  by  many  factors, 
including  alveolar  ventilation,  oxygen 
tension,  carbon  dioxide  tension,  pH  and 
metabolites  of  arachidonic  acid  (pro- 
stacyclin, thromboxanes  and  leuko- 
trienes).1,2  An  infant  can  demonstrate 
rapid  changes  in  pulmonary  vascular 
resistance  in  response  to  an  alteration 
in  the  balance  of  any  of  these  factors. 
This  may  be  seen  clinically  in  the 
delivery  room  when  an  infant  is 
cyanotic  from  mid-chest  down  to  his 
feet,  and  yet  is  pink  in  the  head,  right 
arm  and  upper  right  chest.  Pulmonary 
vascular  resistance  has  not  yet 
decreased  and  this  skin  pattern  is  in 
dicative  of  right-to-left  shunting  across 
the  ductus  arteriosus.  With  develop- 
ment of  a regular  respiratory  effort 
and  supplemental  oxygen,  these  in 
fants  usually  respond  with  improve- 


ment in  color  and,  presumably,  a 
decrease  in  pulmonary  vascular  tone. 
If  the  neonate  experiences  an  acute 
lung  injury  ( Table  1 ),  resulting  hypox- 
emia, hypercarbia,  acidosis  and  failure 
to  initiate  adequate  alveolar  ventilation 
may  result  in  persistent  or  subsequent 
elevation  in  pulmonary  vascular 
resistance.  The  production  of 
pulmonary  prostacyclin,  a pulmonary 
vasodilator  and  putative  mediator  of 
pulmonary  vascular  vasodilation,  may 
not  be  normally  induced,  and  the 
mediators  of  pulmonary  vascular 
vasoconstriction  (i.e.,  hypoxemia, 
vasoconstrictive  thromboxanes  and 
leukotrienes)  may  be  perpetuated.2  In 
addition  to  the  responses  to  acute  in- 
jury, some  investigators  have  noted 
evidence  of  a more  chronic  problem  in 
some  infants,  consisting  of  an  increase 
in  muscular  fibers  surrounding  distal 
pulmonary  arterioles  in  infants  dying 
of  meconium  aspiration.3  These  find- 
ings have  led  to  the  speculation  that 
intrauterine  stress  and  hypoxia  may 
result  in  a hypermuscularized  and 
more  vasoreactive  pulmonary  vascula- 
ture, thereby  predisposing  these  in- 
fants to  persistent  pulmonary  hyper- 
tension. 

Clinical 

Persistent  pulmonary  hypertension 
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TABLE  2 

Clinical  Profile  of  Persistent 
Pulmonary  Hypertension 

Near-term  or  term 
Onset  of  symptoms  generally  within 
12  hours  of  age 
Cyanosis 
Pallor 

Respiratory  distress,  retractions, 
grunting,  labored  breathing 
Worse  with  stress  or  stimulation 
Oxygen  lability 

Chest  radiograph:  variable,  cardio- 
megaly  occasionally 
Heart  murmur 


may  complicate  a number  of  different 
illnesses  (Table  1).  Perinatal  depression 
has  been  implicated  as  has  meconium 
aspiration  syndrome,  amniotic  fluid 
aspiration,  pneumonia,  sepsis,  trans- 
ient tachypnea  and  hyaline  membrane 
disease.  Hypoxia,  hypothermia,  acid- 
osis, hypotension,  anemia,  hyperviscos- 
ity, hypoglycemia  and  hypocalcemia  all 
have  been  associated  with  persistent 
pulmonary  hypertension  as  has  pre- 
mature ductal  closure  due  to  intra- 
uterine exposure  to  prostaglandin 
synthetase  inhibitors  (e.g.,  aspirin, 
indomethacin).  Infants  with  pulmonary 
hypoplasia  associated  with  congenital 
diaphragmatic  hernia  or  obstructive 
nephropathies  also  may  experience 
pulmonary  hypertension  due  to  pul- 
monary vascular  hypoplasia,  as  well  as 
the  vasoreactive  persistent  pulmonary 
hypertension  found  in  other  newborn 
infants.  Neonates  with  cyanotic  heart 
disease  (especially  transposition  of  the 
great  vessels)  also  may  experience  pul 
monary  hypertension  due  to  vasoreac- 
tivity  of  the  pulmonary  vessels. 

The  infant  with  persistent  pulmon- 
ary hypertension  is  typically  a near 
term  or  term  infant  who  is  cyanotic  and 
pale  in  room  air  (Table  2).  Onset  of 
symptoms  generally  occurs  within  12 
hours  of  birth.  Cyanosis  may  or  may 


not  improve  with  oxygen  depending  on 
the  extent  of  right-to-left  shunting.  The 
respiratory  pattern  may  vary  from  nor- 
mal to  marked  distress  with  tachypnea 
and  severe  retractions.  When  placed 
in  oxygen,  these  patients  may  improve 
their  oxygenation,  but  often  demon 
strate  sudden,  marked  desaturation  if 
they  are  disturbed  or  stressed  in  any 
way.  This  lability  in  oxygenation  is  the 
hallmark  of  the  diagnosis  of  persistent 
pulmonary  hypertension.1  The  chest 
radiograph  may  be  clear  or  may  be  con 
sistent  with  the  underlying  condition 
(aspiration  pneumonia,  pneumothorax, 
etc.).  A systolic  heart  murmur  consis- 
tent with  tricuspid  insufficiency  may 
be  present.  Congenital  heart  disease 
should  be  considered  in  infants  with 
persistent  pulmonary  hypertension  in 
which  arterial  oxygen  tension  remains 
low  despite  oxygen  supplementation. 

Diagnosis 

The  diagnosis  of  persistent  pulmon 
ary  hypertension  often  is  suggested  in 
neonates  suffering  from  acute  lung  in 
jury  when  oxygen  tension  is  labile 
(Table  3).  In  patients  whose  arterial 
oxygen  tension  is  not  labile  and  whose 
Pa02  does  not  rise  with  oxygen  supple- 
mentation, echocardiography  often  is 
helpful  in  differentiating  persistent 
pulmonary  hypertension  from  cyanotic 
congenital  heart  disease.  If  echocar- 
diography is  not  readily  available,  the 
following  evaluation  may  be  helpful  in 
differentiating  between  persistent 
pulmonary  hypertension  and  con 
genital  heart  disease. 

The  hyperoxia  test  is  performed  by 
placing  the  infant  in  100%  oxygen  and 
measuring  the  Pa02  from  a postductal 
site  (umbilical  or  posterior  tibial 
artery).  The  Pa02  should  be  greater 
than  100  torr.  If  the  Pa02  is  not  greater 
than  100  torr,  continue  supplemental 
oxygen  and  draw  simultaneous  preduc- 
tal  (right  radial  artery)  and  postductal 
arterial  blood  gases.  If  there  is  a 
greater  than  10-20  torr  difference  in 
oxygen  tension  with  the  preductal 
PaO,  being  greater  than  the  postductal 
Pa02,  a significant  shunt  through  the 


ductus  arteriosus  is  likely  to  be  pre- 
sent. If  no  difference  in  Pa02  is  found, 
the  infant  may  have  either  cyanotic 
heart  disease  and/or  persistent  pulmon- 
ary hypertension  with  significant  right 
to-left  shunting  through  the  foramen 
ovale.  If  the  diagnosis  remains  unclear, 
the  hyperoxia-hyperventilation  test 
developed  by  Peckham  and  Fox  may 
be  helpful.1 

This  test  entails  lowering  the 
arterial  carbon  dioxide  tension  (PaC02) 
and  elevating  the  arterial  pH  to 
“critical  values”  that  may  be  associated 
with  a decrease  in  pulmonary  vascular 
resistance,  reversal  of  right-to-left 
shunting  and  improved  arterial  oxygen 
tension.  If  the  arterial  oxygen  tension 
increases  to  greater  than  100  torr,  the 
patient  very  likely  has  persistent 
pulmonary  hypertension. 

An  echocardiogram  is  frequently 
helpful  in  differentiating  persistent 
pulmonary  hypertension  from  most 
forms  of  cyanotic  heart  disease. 
Because  total  anomalous  venous  return 
is  difficult  to  diagnose  even  with 
echocardiography,  a high  index  of 
suspicion  for  this  lesion  should  be  main- 
tained. In  addition,  persistent  pulmon 
ary  hypertension  may  complicate 
several  forms  of  cyanotic  heart  disease 
(e.g.,  transposition  of  the  great  vessels, 
tricuspid  atresia,  etc.).  In  this  situation, 
the  echocardiogram  will  help  define 
cardiac  anatomy  and  may  suggest  the 
presence  of  persistent  pulmonary 
hypertension. 

When  persistent  pulmonary  hyper- 
tension occurs,  the  echocardiogram 


TABLE  3 

Diagnosis  of  Persistent 
Pulmonary  Hypertension 

Hyperoxia  test 

Simultaneous  preductal  and 
postductal  arterial  blood  gases  on 
100%  02 

Hyperoxia-hyperventilation 
Echocardiogram 
Cardiac  catheterization 
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TABLE  1 

Treatment  of  Persistent  Pulmonary  Hypertension 

Treat  underlying  conditions 
Monitor  arterial  oxygenation 
Minimal  stress 

Mechanical  ventilation  (conventional,  hyperventilation) 

Sedation  and/or  pharmacologic  paralysis 

Blood  pressure  support  (volume  expanders  — dopamine,  dobutamine, 
isoproterenol) 

Vasodilation  (tolazoline) 

? High  frequency  ventilation 
? Extracorporeal  membrane  oxygenation 


may  demonstrate  prolongation  of  the 
right  ventricular  pre-ejection  period  to 
right  ventricular  ejection  time, 
tricuspid  insufficiency  (associated  with 
transient  myocardial  ischemia), 
relatively  enlarged  right  ventricle  with 
septal  deviation  and/or  right  to-left 
shunting  at  the  foramen  ovale  or  across 
the  ductus  arteriosus.  In  some  cases, 
cardiac  catheterization  may  be 
necessary  to  evaluate  cardiac  structure 
and  directly  measure  pulmonary  artery 
pressures. 

Treatment 

Although  treatment  of  the  underly- 
ing illness  has  remained  a consistent 
therapeutic  principle  throughout  the 
years,  the  supportive  care  and 
mechanical  ventilatory  treatment  of 
persistent  pulmonary  hypertension  has 
changed  considerably  over  the  last 
decade  (Table  It).  In  the  1970s,  patients 
with  relative  hypoxia  (PaO,  60-100  torr) 
on  high  supplemental  oxygen  were 
routinely  intubated,  pharmacological- 
ly paralyzed  to  control  ventilation  and 
hyperventilated  to  achieve  a “critical 
PaCO,”  and  “critical  pH."4  This  meant 
the  carbon  dioxide  tensions  were 
reduced  to  a range  of  15-30  torr  and 
the  pH  was  increased  to  a range  of 
7. 5-7.6.  Due  to  a significant  risk  of 
barotrauma  (air  leaks,  bronchopulmon- 
ary dysplasia)  with  such  hyperventila- 
tion techniques,  a less  aggressive  ap- 
proach with  mechanical  ventilation  cur- 
rently is  being  advocated.5 

The  infant  with  persistent  pulmon- 
ary hypertension  is  currently  treated 
with  supplemental  oxygen  to  maintain 
a PaO,  of  50-150  torr.  Transcutaneous 
oximetry  or  transcutaneous  oxygen 
monitors  are  helpful  for  monitoring 
these  infants  for  oxygen  lability;  inter 
mittent  arterial  blood  gases  also  may 
be  useful.  These  blood  samples  may  be 
obtained  through  peripheral  arterial  or 
umbilical  arterial  lines;  postductal  sites 
are  preferred  in  our  neonatal  intensive 
care  unit.  Because  environmental 
stimuli  and  stresses  may  exacerbate 
pulmonary  arterial  vasospasm  in  these 
infants,  minimum  stress  precautions 


are  recommended.  Sedation  (e.g.,  mor- 
phine sulfate,  secobarbital)  may  be 
helpful  in  particularly  severe  cases, 
such  as  those  who  require  mechanical 
ventilation. 

Cardiac  output  and  blood  pressure 
may  require  support  with  volume  ex- 
panders and  vasopressors  such  as 
dopamine,  dobutamine  and/or  isopro- 
terenol. Metabolic  acidosis  may  be  cor- 
rected with  sodium  bicarbonate.  If  pro- 
gressive hypoxemia,  hypercarbia  and 
respiratory  acidosis  occur,  the  infant 
is  likely  to  require  intubation  and 
mechanical  ventilation.  The  lowest  ven- 
tilator settings  and  inspired  oxygen 
concentrations  required  to  maintain 
PaO,  above  50  torr  are  used  initially. 
To  improve  oxygenation  and  ventila- 
tion, some  infants  may  require  sedation 
and/or  pharmacologic  paralysis.  In  the 
face  of  ongoing  clinical  deterioration, 
a trial  of  hyperventilation  therapy  to 
achieve  the  patient’s  “critical  PaC02” 
and  “critical  pH"  is  attempted.  If  no  im- 
provement occurs,  conventional  ventil 
ation  is  resumed.  If  hyperventilation 
results  in  improved  oxygenation,  the 
ventilator  pressures  and  inspired 
oxygen  concentrations  are  reduced  in 
small  increments  to  avoid  reversion  to 
a fetal  circulation  pattern.  Vasodilators 
generally  are  not  recommended  in  neo- 
nates with  persistent  pulmonary 
hypertension.  None  of  the  vasodilators 
used  to  date  have  specificity  for  the 
pulmonary  bed  and,  therefore,  may 
cause  systemic  hypotension.  Although 


Priscoline,  nitroprusside,  fentanyl  and 
prostacyclin  have  been  studied,  results 
with  these  agents  have  not  been 
encouraging. 

Two  new  treatment  modalities  are 
being  used  to  treat  severe  persistent 
pulmonary  hypertension  unresponsive 
to  the  conventional  therapies  described 
above.  High  frequency  oscillation8  and 
high  frequency  jet  ventilation2  have 
been  employed  in  infants  with  severe 
pulmonary  hypertension.  Cornish  and 
colleagues  treated  15  neonates  with  a 
greater  than  80%  risk  of  mortality 
with  high  frequency  oscillation.  Seven 
responded  and  clinically  improved,  but 
eight  patients  failed  to  improve  and 
were  treated  with  extracorporeal 
membrane  oxygenation  (see  below). 
Spitzer  and  coworkers  treated  30 
neonatal  patients  suffering  from  per- 
sistent pulmonary  hypertension  with 
high  frequency  jet  ventilation.  Twenty 
(67%)  survived.2  Although  promising, 
the  use  of  high  frequency  ventilation 
modalities  in  near-term  and  term 
neonates  awaits  further  clinical  trials 
and  the  development  of  commercially 
available  high  frequency  ventilators. 

Extracorporeal  membrane  oxygena- 
tion is  a technique  in  which  long-term 
cardiopulmonary  bypass  with  a mem- 
brane oxygenator  takes  over  the  func- 
tion of  the  lung  so  the  acute  lung  in- 
jury can  resolve  without  the  injurious 
effect  of  high  inspired  oxygen  concen- 
trations and  mechanical  ventilation.6,7 
Extracorporeal  membrane  oxygena- 
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tion  has  been  used  to  treat  infants  with 
persistent  pulmonary  hypertension 
who  have  a less  than  20%  expected 
survival  rate.  With  extracorporeal 
membrane  oxygenation,  survival  in- 
creases to  80%;  nearly  70%  of  the  sur 
vivors  of  neonatal  extracorporeal  mem- 
brane oxygenation  appear  to  be  neuro- 
developmentally  normal  at  greater 
than  one-year  follow  up.6  Because  this 
t herapy  has  a significant  risk  potential 
due  to  the  requirement  for  systemic 
heparinization  and  permanent  ligation 
of  the  right  carotid  artery  and  right  in 
ternal  jugular  vein,  extracorporeal 
membrane  oxygenation  is  reserved  for 
neonates  at  extremely  high  risk  for  dy- 
ing. Extracorporeal  membrane  oxygen- 
ation in  neonatal  persistent  pulmonary 
hypertension  will  be  reviewed  in  detail 
in  a future  issue  of  this  journal. 

Outcome 

Before  the  application  of  extracor- 
poreal membrane  oxygenation  and 
high  frequency  ventilation  in  neonates 
with  persistent  pulmonary  hyper- 
tension, mortality  rates  ranged  from 
33%  to  60%. 8,9  Currently,  with  im- 
proved ventilatory  technique  and 
neonatal  extracorporeal  membrane 
oxygenation,  mortality  has  been 
reduced  to  less  than  20%.  The  mortal- 
ity associated  with  persistent 
pulmonary  hypertension  of  the 
newborn  treated  with  high  frequency 
ventilation  is  currently  unknown  due 
to  the  limited  data  available. 

Because  of  the  nature  of  their  illness 
and  associated  hypoxemia,  neonates 
with  persistent  pulmonary  hyperten- 
sion are  at  risk  for  both  neurodevelop- 
mental  and  pulmonary  sequelae.  It  is 
estimated  that  40%  to  82%  of  sur- 
vivors are  neurodevelopmentally  nor- 


mal or  near  normal.912  Neurosensory 
hearing  loss,  however,  has  been 
reported  in  20%  to  50%  of  these 
children.  The  incidence  of  chronic  lung 
disease  or  bronchopulmonary  dysplasia 
in  infants  suffering  from  persistent 
pulmonary  hypertension  ranges  from 
6%  to  36%.  In  addition  to  these 
sequelae,  these  children  are  also  at  risk 
for  seizures  and  cerebral  infarction.13 
It  is  anticipated  that  outcome  will  con- 
tinue to  improve  as  diagnostic  and 
therapeutic  skills  become  more  refined. 

Conclusion 

Persistent  pulmonary  hypertension 
is  a condition  in  which  the  fetal  circula- 
tion pattern  persists  after  birth, 
leading  to  hypoxia,  acidosis  and 
cyanosis.  The  causes  for  this  condition 
are  protean.  Persistent  pulmonary 
hypertension  most  frequently  com 
plicates  the  condition  of  near-term  and 
term  neonates  with  perinatal  depres- 
sion, meconium  aspiration,  sepsis  and 
congenital  diaphragmatic  hernia. 
Treatments  include  correction  of  the 
underlying  illness  and  supportive  care, 
oxygen,  minimum  stress,  mechanical 
ventilation  and  occasionally  pharma- 
cologic paralysis,  volume  expansion, 
vasopressor  agents  and/or  vasodila- 
tors. Treatment  modalities  being  in 
vestigated  include  high  frequency  ven- 
tilation and  extracorporeal  membrane 
oxygenation.  While  mortality  risk  re- 
mains high  in  this  group  of  infants,  the 
long-term  developmental  outlook  is 
generally  optimistic. 
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RADIOLOGY  CLINIC 


Young  Woman  with  a Wheeze 
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Robert  I).  Tarver,  M.I). 
Director  of  Chest  Imaging 
Wishard  Memorial  Hospital 
Indianapolis,  Ind. 


FRANK  E.  LEE,  M.I).' 
EDWARD  C.  WEISBERGER,  M.D.2 
Indianapolis 


The  patient  was  a 19-year-old 
woman  who  presented  in  mid 
August  1986  with  a sore  throat, 
wheezing  and  difficult  breathing.  She 
had  been  in  good  health  until  this  time. 
She  was  diagnosed  with  asthma  and 
received  medical  treatment  for  approx- 
imately two  months  with  poor  results. 
A chest  x-ray  was  then  obtained  and 
a midtracheal  rounded  mass  was 
detected.  Computed  tomography  (CT) 
showed  a mass  arising  from  the  right 
posterior  lateral  wall  of  the  cervical 
trachea  without  apparent  extension  in- 
to the  wall. 

What  is  your  diagnosis? 

Discussion 

Laser  bronchoscopy  and  endothelial 
excision  found  the  mass  to  be  an 
adenoid  cystic  carcinoma  that  was  oc- 
cluding 85%  of  the  tracheal  lumen. 
Two  weeks  later,  a cervical  tracheal 
resection  and  reconstruction  was  per- 
formed. The  margins  of  the  excision 
were  tumor  free.  The  patient  then 
received  5,000  rads  of  radiation  to  the 
area.  A recent  two-year  follow-up  was 
negative  for  symptoms  or  CT  evidence 
of  recurrence. 


'Dr.  Lee  is  a resident  in  radiology  at  the 
Indiana  University  School  of  Medicine. 
2Dr.  Weisberger  is  an  associate  professor 
of  otolaryngology  — head  and  neck  surgery 
at  the  Indiana  University  School  of 
Medicine. 


Patient’s 
Radiographs 
on  Admission: 
What  Is 
The  Patient’s 
Problem? 
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RADIOLOGY  CLINIC 

CONTINUED  FROM  PRECEDING  PAGE 


Tracheal  tumors  are  uncommon  and 
may  escape  detection  for  some  time. 
They  are  only  evident  25%  of  the  time 
on  routine  chest  x-rays.  It  is  estimated 
that  the  tumor  must  occlude  50%  to 
75%  of  the  tracheal  lumen  before 
becoming  symptomatic.  Commonly, 
after  symptoms  have  developed,  there 
is  a further  delay  until  the  proper 
diagnosis  is  discovered.  The  delay  may 
be  up  to  four  months  in  squamous  cell 
carcinoma,  18  months  in  adenoid  cystic 
carcinoma  and  up  to  four  years  in 
benign  conditions.  Wheezing,  pro- 
gressive shortness  of  breath  and 
hemoptysis  from  surface  ulceration  are 
common  symptoms  of  most  tracheal 
tumors. 

Squamous  cell  carcinoma  is  the  most 
common  tracheal  malignancy  followed 
by  adenoid  cystic  carcinoma  in  most 
series.  Adenocarcinoma  and  oat  cell 


carcinoma  also  may  occur.  Other 
tumors  in  this  area  are  all  rare.  The 
possibility  of  contiguous  spread  from 
esophageal,  bronchial  and  laryngeal 
tumors  also  must  be  considered. 

Adenoid  cystic  carcinomas  represent 
20%  to  35%  of  all  tracheal  malignan- 
cies. The  average  age  of  patients  with 
tracheal  tumors  in  most  series  is  45  to 
47  years  of  age  with  a range  of  18  to 
60.  Unlike  the  surface  epithelial 
tumors,  tobacco  use  is  not  related  to 
the  development  of  adenoid  cystic  car- 
cinoma. Adenoid  cystic  carcinomas  are 
a low  grade  malignancy  with  much  less 
tendency  to  invade  than  squamous  cell 
carcinoma.  However,  these  tumors 
may  also  present  as  an  iceberg  lesion 
with  only  a small  intratracheal  tumor 
component.  They  may  be  excised  if 
discovered  early  and  have  the  best 
prognosis  of  tracheal  cancers. 


However,  they  may  recur  after  long  in- 
tervals with  reports  of  recurrences  be- 
tween five  to  30  years. 
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WITH  IMPROVED  SURVIVAL 
rates,  orthotopic  liver  trans- 
plantation (OLTx)  has  become 
the  treatment  of  choice  for  patients 
with  liver  cirrhosis  and  other  diseases 
of  the  liver  (Table  1).  The  National  In- 
stitutes of  Health  consensus  group 
decided  in  1983  that  OLTx  offered  an 
acceptable  means  of  treatment  for  pa- 
tients with  end-stage  liver  disease.1 
Since  then  further  improvement  has 
been  made  in  survival  rates  following 
OLTx.  The  most  significant  ad- 
vancements in  the  1980s  have  been  in 
the  area  of  immunosuppression.  The 
use  of  cyclosporine  A in  OLTx  patients 
virtually  doubled  the  survival  rate 
from  33%  to  76%, 2,3  and,  more  recent- 
ly, the  discovery  of  monoclonal  an- 
tibodies to  T lymphocytes  (OKT3)  has 
improved  antirejection  therapy.4  Dur- 
ing this  time  other  advances  have  led 
to  improved  patient  care  not  only  for 
OLTx  recipients  but  also  for  other 
critically  ill  patients.  Examples  include 
better  surgical  technique,  safer 
anesthesia,  improved  blood  bank  sup 
port,  better  liver  preservation 
methods,5  more  experienced  surgeons 
and  improved  postoperative  care  with 
full-time  intensive  care,  infectious 
disease  and  gastroenterology  support. 


To  have  a successful  liver  transplant 
program,  specialized  full-time  ancillary 
support  groups  are  necessary.  The 
development  of  the  liver  transplant 
program  at  Methodist  Hospital  of  In- 
diana, Inc.  (MHI)  was  a natural  exten- 
sion of  the  existing  transplant  pro- 
grams and  the  clinical  support  services 
already  in  place. 

Procedure 

The  surgical  procedure  is  demanding 
and  challenging.  The  procurement  of 
the  donor  liver  is  a surgical  procedure 
itself.  Once  procured,  the  liver  can  be 
stored  for  10  to  20  hours  without  blood 
supply.  The  recipient  is  then  prepared 
for  the  operation  with  induction  of 
anesthesia  and  orotracheal  intubation. 
A pulmonary  artery  catheter  is  placed 
in  adult  patients  (central  venous  line 
in  children)  along  with  large  upper  ex- 
tremity IV  access  lines,  urinary 
catheter,  warming  mattress,  compres- 
sion stockings,  cardiac  monitor, 
temperature  probe  and  arterial 
catheter.  In  some  adults  a rapid  infuser 
system  and  cell-saving  device  are  used. 
In  recipients  larger  than  25  kg,  a centri- 
fugal biomedicus  pump  for  veno-venous 
bypass  is  used  to  return  blood  from  the 
lower  portion  of  the  body  to  the  heart 
during  the  anhepatic  phase  (when  the 
liver  and  vena  cava  have  been  excised 
and  until  the  implantation  is  complete). 
The  standard  incision  is  midline  with 
bilateral  subcostal  extensions. 

The  most  difficult  portion  of  the 
operation  is  removing  the  diseased 
liver,  which  usually  is  adherent  to 
viscera  and  retroperitoneum  by  vascu- 
lar adhesions.  The  extent  of  adhesions, 
degree  of  collateral  vessel  formation 
and  degree  of  coagulopathy  and  time 
required  to  perform  the  explant  deter- 
mine the  transfusion  requirement.  The 
majority  of  patients  can  be  trans- 
planted with  less  than  20  units  of  blood, 
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TABLE  1* 

Indications  for  Liver  Transplantation 
Adults 


Cirrhosis 

Posthepatitic 
Primary  biliary  cirrhosis 
Sclerosing  cholangitis 
Autoimmune  hepatitis 
Alpha-l-antitrypsin  def. 
Hemochromatosis 
Wilson’s  disease 
Cryptogenic  cirrhosis 
Chronic  Budd-Chiari 
(Alcoholic  liver  disease) 

Fulminant  Liver  Failure 
Acute  viral  hepatitis 
Acute  Budd-Chiari 
Drug  toxicity 

Acute  Wilson’s  decompensation 
Malignancy 


Pediatrics 

Cirrhosis 

Biliary  atresia 
Familial  cholestatic  disease 
Byler  disease 
Alagilles  disease 

Inborn  Errors  of  Metabolism 
Alpha-l-antitrypsin  Def. 
Wilson’s  disease 
Tyrosinemia 
Hemochromatosis 
Glycogen  storage  disease 

Fulminant  Liver  Failure 


Same  as  adults 
Reye’s  syndrome 


Malignancy 

Hepatocellular  Ca 

Hepatoblastoma  Same  as  adults 

Other  primary  liver  malignancy 
(e.g.,  hemangio-endothelial 
sarcoma) 

*Adapted  from  Van  Thiel  et  al 15 


though  occasionally  a patient  will 
develop  profound  coagulopathy  and  re- 
quire more  than  100  units  of  blood.  To 
help  guide  coagulation  factor  replace- 
ment, a thrombelastograph  is  used  to 
identify  fibrinolysis  and  deficient  clot- 
ting factors  or  thrombocytopenia.  The 
implantation  of  the  new  graft  involves 
four  vascular  anastomoses  and  one 
biliary  anastomosis.  The  order  in  which 
the  anastomoses  are  performed  is 
suprahepatic  vena  cava  first,  infra- 
hepatic  vena  cava  second,  then  hepatic 
artery  and  portal  vein.  Before  blood 
flow  is  restored  to  the  liver,  the  preser- 
vation agents  and  air  are  flushed  out 
of  the  graft.  The  vascular  clamps  are 
released  and  the  liver  is  reperfused. 
Once  hemostasis  has  been  obtained,  the 
biliary  anastomosis  is  performed  from 
the  donor  bile  duct  to  either  the  reci- 
pient bile  duct  or  to  a Roux  Y limb  of 
small  bowel. 

Complications 

There  are  many  potential  complica- 
tions following  OLTx  ( Table  2).  The 
most  frequently  encountered  complica- 
tion are  bleeding,  infection  and  rejec- 
tion.6,7 Most  deaths  occur  in  the  first 
month  following  OLTx,  with  the  most 
critical  time  for  development  of  severe 
complications  being  the  first  week. 
Continuous  surveillance  and  anticipa- 
tion of  complications  are  critical  in  the 
early  postoperative  course  to  ensure 
optimal  chance  of  survival.  Reopera- 
tion is  often  necessary,  and  the  need 
for  retransplantation  in  most  series  is 
15%  to  20%. 6,7  The  following  case 
demonstrates  the  severity  of  complica- 
tions that  can  arise,  and  the  need  for 
a specialized  multidisciplinary  ap- 
proach toward  OLTx  recipients  that 
results  in  successful  outcomes. 

Patient 

The  patient  was  born  5/87,  in  a nor- 
mal delivery  following  a normal 
pregnancy.  At  2 weeks  of  age  he  was 
jaundiced  and  was  referred  to  MHI.  He 
then  underwent  surgical  exploration 
and  liver  biopsy,  and  the  diagnosis  of 
biliary  atresia  was  confirmed. 


A porto-enterostomy  was  made  be- 
tween the  hilum  of  the  liver  and  a Roux 
Y jejunal  limb.  The  Roux  Y iimb  was 
externalized  with  two  ostomies  in  an 
effort  to  exteriorize  the  bile  drainage 
(modified  Kasai  procedure);  however, 
as  is  often  the  case,  the  child  did  not 
benefit  from  the  procedure  and  pro- 
gressive liver  failure  ensued. 

The  option  of  OLTx  was  discussed 
with  the  family,  and  the  child  was 
referred  to  an  out-of-state  institution. 
A takedown  of  the  exteriorized 
ostomies  was  performed  in  anticipation 
of  possible  transplant.  To  evaluate  the 
patient  for  the  possibility  of  OLTx  at 
the  out-of-state  institution,  portal  vein 
patency  was  assessed  by  a Doppler 
ultrasound  and  mesenteric  angiogram. 
Conflicting  results  were  obtained.  The 


ultrasound  demonstrated  portal  vein 
patency;  however,  the  angiogram  er- 
roneously suggested  portal  vein  occlu- 
sion, and  the  family  was  informed  that 
a transplant  was  not  feasible  at  that 
time,  since  portal  vein  occlusion  is  a 
relative  contraindication  to  OLTx. 

In  April  1988,  the  child  was  evalu- 
ated at  MHI  as  a possible  OLTx  can- 
didate. He  was  markedly  jaundiced, 
with  massive  ascites  and  respiratory 
distress  from  malnutrition  and  ascites. 
A repeat  ultrasound  confirmed  portal 
vein  patency,  and  the  outside 
angiograms  were  evaluated.  An  ex- 
ploratory laparotomy  was  performed, 
and  a portal  angiogram  was  performed 
through  a mesenteric  vessel  that  show- 
ed only  collateral  vessels  filling  with 
contrast;  however,  with  injection  of  the 
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Potential  C 

TABLE  2 

(implications  Following 

Orthotopic 

Liver  Transplantation 

Hepatic 

Central  Nervous  System 

Graft  nonfunction 

Seizures 

Biliary  obstruction 

Intracerebral  bleed 

Biliary  leak 
Acute  rejection 
Chronic  rejection 

Respiratory 

Vascular  occlusion 

Pneumonia 

Vascular  disruption 

Respiratory  acidosis 

Gastrointestinal 
GI  hemorrhage 
Bowel  perforation 

Pleural  effusion 

Adult  respiratory  distress 

Infectious  Disease 

Bowel  obstruction 

Bacterial  infection 

Hemodynamic 

Fungal  infection 
Viral  infection 

Postoperative  hemorrhage 
Myocardial  infarction 

Renal 

Hypertension 

Acute  renal  failure 

Hypotension 

Chronic  renal  failure 

umbilical  vein  with  contrast,  the 
hepatic  venous  and  the  portal  venous 
systems  were  seen,  demonstrating 
patency  of  the  portal  vein  with  rever 
sal  of  portal  blood  flow  away  from  the 
liver  (hepatofugal  blood  flow). 

The  child  was  activated  on  the 
transplant  list  and  was  evaluated  by 
the  pediatric  gastroenterologist. 
Diuretic  medications  and  formula 
feedings  were  readjusted  with  im- 
provement in  ascites  and  respiratory 
status. 

In  June  1988  the  child  was  not  thriv- 
ing and  was  admitted  for  medical 
management.  A donor  had  not  yet  been 
identified,  and  malnutrition  was 
worsening.  The  child  was  given 
albumin  and  diuresis,  and  tube 
feedings  were  instituted  with  some  im- 
provement in  nutrition.  He  was  sent 
home  with  nighttime  tube  feedings. 
Over  the  next  two  months  the  child 
showed  slow  deterioration  in  liver  func- 
tion despite  optimizing  medical  care. 
Due  to  progressive  liver  failure,  he  re- 
quired readmission. 

A suitable  donor  was  identified  and 
OLTx  was  performed  two  days  later. 
The  operation  went  smoothly  and  the 
liver  was  revascularized  within  eight 
hours.  Due  to  the  previous  bowel 
operations  and  portal  hypertension 
with  extensive  collateral  vessel  forma- 
tion, the  dissection  of  the  bowel  to 
create  a conduit  for  bile  excretion  was 
difficult.  The  previous  Roux  Y was 
atrophic  and  strictured  and  had  several 
enterotomies  that  occurred  at  the  time 
of  hepatectomy.  Creation  of  a new 
Roux  Y and  lysis  of  existing  adhesions, 
formation  of  the  biliary  anastomosis 
and  hemostasis  required  an  additional 
five  hours.  The  following  is  an  account 
of  the  difficult  postoperative  course: 

POD  1 — Transaminases  elevated 
(AST  6000,  ALT  2000,  GLDH  2000) 
with  concern  about  vascular  patency, 
but  duplex  ultrasound  demonstrated 
patency  of  portal  vein  and  hepatic 
artery. 

POD  2 — Transaminases,  PT,  bili- 
rubin normalizing,  pulmonary  status 
good. 


POD  3 — Child  extubated. 

POD  8 — Child  fussy,  still  not  taking 
diet,  abdomen  soft. 

POD  9 — Fever,  AST  and  bilirubin 
elevated,  abdomen  distended:  ex- 
ploratory laparotomy  showed  no  gross 
contamination  but  peritoneal  culture 
demonstrated  Candida,  and  liver  biopsy 
showed  acute  rejection;  antifungal  and 
antibacterial  drugs  started,  anti- 
rejection therapy  given. 

POD  10  — With  one  steroid  bolus  of 
lOmg/kg,  AST,  bilirubin  and  fever 
were  better. 

POD  11  — Abdomen  more  distended, 
fever;  exploratory  laparotomy  showed 
perforation  of  anterior  wall  of  jejuno- 
jejunostomy  that  was  repaired; 
peritoneal  culture  positive  for  Candida 
and  gram  negative  bacilli. 

POD  13  — Clinical  improvement,  con- 
sideration given  to  transfer  from 
PICU. 

POD  14  — Sudden  deterioration  with 
respiratory  distress,  abdominal  disten 


tion,  blood  from  abdominal  drain;  ex- 
ploration demonstrated  mycotic 
hepatic  arterial  disruption,  anasto- 
mosis revised  but  liver  largely 
necrotic,  with  DIC,  liver  failure  and 
secondary  organ  failure;  placed  on  list 
for  urgent  retransplant. 

POD  16  — A suitable  donor  identified 
three  times  the  patient’s  weight; 
retransplant  accomplished  by  placing 
donor  iliac  artery  graft  on  donor 
hepatic  artery  tunneled  to  infra-renal 
aorta  site  for  hepatic  artery  anasto- 
mosis in  attempt  to  avoid  repeat 
mycotic  disruption. 

POD  17  — Reoperation  to  evacuate 
hematoma;  liver  tests  normalizing, 
creatinine  (Cr)0.8. 

POD  18  — Alert,  extubated. 

POD  21  — Abdominal  distention, 
acute  respiratory  distress;  exploratory 
laparotomy  showed  posterior  wall  of 
jejuno-jejunostomy  perforated  that 
was  repaired;  peritoneal  cultures 
negative  for  Candida. 
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POD  25  — Persistent  fever  present 
despite  negative  cultures;  drug  fever 
suspected  and  amphotericin  B was 
discontinued. 

POD  28  — Acute  respiratory  deter 
ioration  with  abdominal  distention;  ex- 
ploratory laparotomy  showed  serosal 
surface  bleeding  but  no  significant 
bleeder,  peritoneal  cultures  negative. 

POD  39  — Afebrile,  normal  liver  func- 
tion (AST  31u,  ALT  35u,  t.  bili  0.3mg°/o, 
PT  12.9sec),  normalizing  Cr  (0.6mg°/o), 
but  persistent  low  WBC  with  increased 
monocytes  and  lymphocytes,  viral  in- 
fection suspected;  transferred  from 
PICU  after  39  days. 

POD  48  — Discharged  to  home  on 
nighttime  tube  feedings  on  the  follow- 
ing medications:  CyA,  prednisone, 
Mycostatin,  albuterol  and  Septra. 
Discussion 

As  of  Nov.  15,  1988,  seven  patients 
have  undergone  OLTx  at  MHI.  The 
primary  indication  for  transplant  in  all 
patients  was  cirrhosis.  Five  of  the 
adults  had  chronic  active  hepatitis  as 
the  cause  of  cirrhosis,  and  one  had 
secondary  biliary  cirrhosis  related  to 
liver  trauma  seven  years  earlier.  The 
child  had  biliary  atresia  as  the  cause 
of  cirrhosis.  In  addition,  two  adults  had 
elevated  a-fetoprotein  levels  sug- 
gesting hepatocellular  carcinoma,  but 
it  could  not  be  identified  by 
preoperative  computed  tomography 
(CT)  scan.  In  both  patients, 
hepatocellular  carcinoma  was  found  at 
the  time  of  transplant  but  was  confined 
to  the  liver.  In  addition  to  the  primary 
transplants,  two  patients  required 
retransplantation.  Six  of  the  seven  pa- 
tients are  alive  (86%  overall  survival, 
eight  days  to  five  months  follow-up). 
One  patient  died  on  post-op  day  2 of 
sudden  right  ventricular  failure  and 
cardiac  arrest  secondary  to  pulmonary 
fibrosis  and  severe  pulmonary  hyper- 
tension despite  normalizing  liver  func- 
tion. Five  of  the  remaining  six  patients 
have  undergone  full  recovery.  The 
other  patient  is  eight  days  from  the 
time  of  retransplant  with  near  normal 
liver  function,  and  full  recovery  is 
anticipated. 


This  case  highlights  several  points 
about  pediatric  liver  transplantation. 
Although  it  may  be  appropriate  to  at- 
tempt a porto-enterostomy  in  children 
with  biliary  atresia,  only  approximate- 
ly 10%  will  achieve  long-term  benefit.9 
In  theory,  by  externalizing  the  bile 
flow,  the  progression  to  cirrhosis  will 
be  slowed.10  However,  this  has  not  been 
well  documented.  It  is  probably  bene- 
ficial to  attempt  a single  porto-enter- 
ostomy (Kasai  procedure)  in  a child 
with  biliary  atresia  to  delay  the  need 
for  OLTx  until  the  child  is  larger, 
preferably  at  least  10kg.  Repeat  Kasai 
procedures  and  modified  Kasai  pro- 
cedures (such  as  this  one  with  an  ex- 
ternalized Roux  Y limb)  only  add  to  the 
complexity  of  the  transplant  that  is  in- 
evitable in  the  majority  of  cases.11 

Doppler  ultrasound  is  the  procedure 
of  choice  to  evaluate  portal  vein 
patency  preoperatively  as  well  as 
postoperatively.12  The  addition  of  color 
flow  mapping  to  duplex  sonography 
provides  another  dimension  to  vascular 
hemodynamics.  Hepatic  artery,  portal 
vein  patency  and  direction  of  flow  are 
depicted  with  ease  with  current  state- 
of-the-art  scanners.  The  need  for 
Doppler  is  well  demonstrated  in  this 
patient.  He  was  rejected  as  a candidate 
for  transplant  based  on  the  findings  on 
mesenteric  arteriogram  and  standard 
ultrasound.  Portal  vein  patency  and 
reversal  of  flow  would  have  been 
demonstrated  if  Doppler  studies  had 
been  available.  Occasionally  the  duplex 
ultrasound  may  give  false  information, 
but  in  general  it  is  a better  study  and 
is  portable  and  noninvasive.  In  addition 
to  vascular  integrity,  the  duplex  ultra- 
sound can  demonstrate  ischemic  areas 
or  abscesses  in  the  liver,  biliary  dilata- 
tion and  fluid  collections  in  the 
abdomen. 

The  presence  of  active  peritonitis  is 
generally  considered  a contraindication 
to  OLTx.13  Upon  explant  of  the  first 
graft,  mycotic  disruption  of  the  hepatic 
arterial  anastomosis  was  confirmed  by 
demonstrating  active  Candida  infection 
in  the  tissues  of  the  anastomosis.  If 
gross  infection  were  apparent  within 


the  abdomen,  a retransplant  would  not 
have  been  attempted.  Retransplant  in 
these  circumstances  normally  is  soon 
followed  by  sepsis  and  death;  however, 
in  this  instance,  the  contamination  was 
not  grossly  significant.  By  lengthening 
the  hepatic  artery  with  donor  iliac 
artery  and  tunneling  the  artery  to  a 
previously  undissected  site  to  make  the 
anastomosis  in  an  area  free  of  infection, 
the  chances  of  recurrent  disruption  are 
reduced.  The  question  of  using  a scarce 
pediatric  organ  as  a retransplant 
rather  than  for  a child  awaiting  a 
primary  transplant  frequently  arises; 
however,  the  child  in  most  urgent  need 
of  the  organ  should  be  given  priority 
whether  it  is  a primary  transplant  or 
retransplant. 

An  alternative  to  whole  organ 
transplants  is  the  use  of  reduced  size 
grafts  from  larger  donors.  In  the 
United  States  this  area  is  being 
developed  primarily  by  the  University 
of  Chicago  liver  transplant  program.14 
The  use  of  reduced  size  organs  expands 
the  donor  pool  for  small  children  by 
making  larger  grafts  available  to  them. 
The  grafts  are  reduced  in  size  by  per 
forming  either  a right  lobectomy  or 
right  trisegmentectomy  on  the  liver 
graft  before  implantation.  It  does  add 
operative  time  and  technical  difficulty 
to  the  procedure,  but  often  is  the  only 
answer  to  obtaining  a suitable  graft  in 
urgent  situations.  In  this  case,  the  pa- 
tient was  listed  on  the  computer  in  a 
larger  weight  range  for  possible 
donors;  however,  because  he  had 
massive  ascites  before  his  first  OLTx 
and  the  second  donor  was  only  three 
times  his  size,  it  was  not  necessary  to 
reduce  the  size  of  the  graft.  Generally 
with  a donor  four  to  six  times  the  size 
of  the  recipient,  a reduction  in  the  graft 
is  necessary.  If  it  had  been  necessary, 
a reduced  size  graft  would  have  been 
used  in  this  case. 

The  need  for  a multidisciplinary  ap- 
proach in  the  care  of  patients  with  end- 
stage  liver  disease  is  apparent  from 
this  case.  The  input  from  the  pediatric 
gastroenterologist  in  extending  the  life 
of  the  child  before  the  transplant  allow- 
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ed  sufficient  time  for  a donor  to  become 
available.  Also,  the  child  was  adequate- 
ly prepared  to  best  withstand  the 
demands  of  the  transplant  and  post- 
operative course  by  optimizing  his 
nutritional  support  and  general 
pretransplant  care.  The  expertise  of 
the  full-time  pediatric  intensivist  is  im 
portant  in  addressing  the  complex 
problems  that  can  occur  in  any  patient 
in  a critical  care  setting.  The  con 
tinuous  availability  of  services  provid- 
ed by  the  lab  and  operating  room  per- 
sonnel was  also  important  in  his 
recovery.  Finally,  the  familiarity  of  the 
PICU  nursing  staff  with  the  care  of 
severely  ill  children  was  essential  to 
the  successful  management  of  this 
child’s  severe  complications  following 
OLTx. 

Summary 

A multidisciplinary  approach  is 
necessary  in  addressing  the  needs  of 
a patient  with  end-stage  liver  disease. 
The  development  of  the  liver  trans- 
plant program  at  MHI  was  a natural 
extension  of  the  transplant  and  critical 
care  programs  already  in  place.  The 
case  report  described  exemplifies  that 
valuable  input  from  ancillary  support 
groups  is  necessary  for  a successful 
liver  transplant  program.  Experience 
gained  in  the  area  of  liver  transplan 
tation  not  only  benefits  liver  transplant 


patients  but  also  extends  to  other  areas 
of  clinical  medicine.  One  year  ago,  an 
Indiana  resident  had  to  travel  out  of 
state  to  receive  this  specialized  form 
of  care.  Today  this  is  no  longer  the 
case. 
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If  you  recognize 
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Lincoln.  It’s  a name 
you’ll  remember. 
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Association  and  their  employees  through  expanded  ISMA 
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• 365  Days  of  Inpatient  Hospital  ('tire 

• l()()"o  payment  semi-private  or  hospital  ward  room 
ineluding  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Can' 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense  protection 

— $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense  protection 

$250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  5 

• Comprehensive  Major  Medical  expense  protection 

— $250  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  6 

• Comprehensive  Major  Medical  expense  protection 

— $100  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  REIMBURSEMENT  PLAN 

• Tax  Deductible  to  the  professional  corporation 


DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
( alendar  Year 
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Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or 
problems,  you  may  speak  directly  to  your  claim 
processor  at  2 19-427-4800/800-552-4982  We  look 
forward  to  serving  your  association  and  encourage 
your  review  of  the  programs  and  services  being 
provided. 


For  more  information  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
1151)5  N.  Meridian  St.,  Suite  802 
( 'armel,  Indiana  460-32 
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1-800-428-7105  Toll  Free  < futside  Indiana 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
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Hypertension  as  the  Presenting 
Problem  in  Primary  Hypothyroidism 


MICHAEL  E.  PAUSZEK,  M.D. 
Franklin 


PRIMARY  HYPOTHYROIDISM  is  a 
common  disease  frequently  in- 
sidious in  onset  with  effect  upon 
all  organ  systems.  The  mechanism  by 
which  the  thyroid  hormone  influences 
cellular  metabolism  is  unknown, 
though  oxygen  consumption  and  high 
energy  phosphate  availability  both  in- 
crease when  intact  cells  are  exposed 
to  the  hormone.  Common  manifesta 
tions  of  advanced  hypothyroidism  are 
well  recognized,  but  with  the  current 
ease  of  acquiring  laboratory  data,  the 
diagnosis  can  be  made  earlier  when  few 
symptoms  or  signs  are  present.  Com- 
monly, patients  now  present  with  a 
single  symptom  or  abnormality  for 
evaluation.  Due  to  the  extent  of  organ 
involvement  with  hypothyroidism, 
clinicians  of  all  specialties  have  reason 
to  consider  hypothyroidism  during  pa- 
tient evaluation. 

Hypotension  has  been  associated 
with  severe  hypothyroidism  or  myx- 
edema but  is  now  rare.  Though  hyper 
tension  is  not  generally  considered  in 
the  list  of  manifestations  of  hypo- 
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thyroidism,  it  can  be  the  only  finding. 
An  illustrative  case  is  presented. 

Case 

A 45-year-old  woman  presented  on 
Feb.  27,  1987,  for  evaluation  of  hyper- 
tension. An  elevated  blood  pressure  of 
150/102  mm  Hg  was  noted  initially  in 
January  1987.  One  year  earlier,  her 
pressure  had  been  documented  at 
102/70  mm  Hg.  She  had  experienced  no 
weight  change  but  had  noted  episodic 
rapid  heart  rate  with  excessive  sweat- 
ing for  a few  months  before  presenta- 
tion. She  denied  family  history  of  multi- 
ple endocrine  adenomatosis,  though 
she  was  not  well  versed  in  her  pater 
nal  ancestry.  There  was  no  family 
history  of  hypertension.  A male  sibl- 
ing recently  had  begun  therapy  for 
diabetes  mellitus.  The  patient  smoked 
two  packs  of  cigarettes  per  day. 

On  examination,  the  only  abnormal- 
ity was  the  elevated  blood  pressure. 
Weight  was  114  pounds,  heart  rate  80, 
temperature  98  degrees  orally,  and  the 
thyroid  was  not  palpably  enlarged.  On 
neurologic  exam,  motor  system  and 
reflexes  were  normal. 

With  new  hypertension  and  a 
history  of  sweating,  the  patient’s 
evaluation  included  24-hour  urine  col- 
lection for  catecholamines  and 
catecholamine  byproducts,  a chemistry 
profile  and  T4  with  TSH.  The  catecho- 
lamine studies  were  normal,  T4  6.3 
/ig/dL  (normal  5-12  /tg/dL)  and  the  TSH 
was  elevated  at  23.1  microTU/mL  (nor- 
mal to  9.8). 

Therapy  with  thyroid  supplement 
was  instituted.  Over  the  subsequent 
year,  her  blood  pressure  has  been  con- 
trolled with  values  of  110/80  mm  Hg 
and  126/78  mm  Hg  being  represen- 
tative. A repeat  TSH  on  Feb.  19,  1988, 
was  less  than  1 microTU/mL. 


Discussion 

Hypertension  is  a common  problem 
for  which  patients  are  evaluated  and 
occasionally  referred.  Either  before 
therapy  is  instituted  or  when  treat- 
ment is  difficult,  thought  is  given  to 
reversible  etiologies.  Hypothyroidism 
is  rarely  considered  in  a list  of  secon- 
dary causes  of  hypertension.  This  case 
illustrates  both  the  relationship  be- 
tween primary  hypothyroidism  and 
hypertension,  and  the  problem  with  T4 
measurement.  This  patient’s  T4  value 
was  in  the  low/normal  range,  but  the 
elevated  TSH  to  nearly  three  times 
normal  confirmed  the  presence  of 
primary  hypothyroidism.  TSH 
monitoring  is  more  useful  than  an 
isolated  T4  value  in  determining  the 
presence  of  primary  hypothyroidism. 

The  association  between  primary 
hypothyroidism  and  hypertension  has 
been  documented,  but  the  relationship 
is  not  widely  recognized.  Barnes,  in 
1975,  described  a group  of  2,000  hypo- 
thyroid patients.1  In  this  population,  if 
hypertension  were  present,  there  was 
an  80%  incidence  of  normalization  of 
blood  pressure  with  thyroid  supple- 
mentation. He  attributed  the  elevated 
blood  pressure  to  a decrease  in  renal 
blood  flow.  Richards,  in  a well-control- 
led  1985  study  in  New  Zealand,  describ- 
ed serial  (a)  serum  cortisols,  (b)  plasma 
renin  activity,  (c)  serum  epinephrine, 
(d)  serum  norepinephrine,  (e)  aldo- 
sterone levels,  and  (f)  angiotensin  levels 
in  five  patients  with  hypothyroidism 
and  hypertension.2  All  patients  were 
on  a controlled  sodium  intake.  Elevated 
plasma  norepinephrine  levels  were  pre- 
sent in  all  five  patients  before  therapy. 
With  thyroid  supplementation  that 
normalized  all  patients’  blood 
pressures,  serum  norepinephrine 
levels  decreased.  The  study  recogniz- 
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ed  the  limitation  of  the  use  of  serum 
norepinephrine  as  a measure  of  sym 
pathetic  tone.  However,  the  other 
measured  substances  showed  no 
definitive  change  with  treatment  of 
hypothyroidism  and  improvement  in 
the  blood  pressure.  His  conclusion  was 
increased  sympathetic  activity  and 
heightened  vascular  responsiveness 
played  a role  in  the  elevated  blood 
pressure  in  hypothyroidism.  Clearly 
the  etiologic  relationship  is  unknown. 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L''.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 

In  Indiana,  HERPECIN-L  is  available  at  all  Hook,  Osco,  Peoples, 
Revco,  SupeRx  and  Walgreens  and  other  select  pharmacies. 


Dx:  recurrent 


HeRpecin- 


Conclusion 

A patient  with  elevated  blood 
pressure  secondary  to  hypothyroidism 
presented.  Her  blood  pressure  nor 
malized  with  thyroid  supplementation. 
In  the  list  of  most  easily  treated  causes 
of  hypertension,  hypothyroidism, 
though  rarely  considered,  ranks  with 
excessive  licorice  ingestion  and  the  use 
of  oral  contraceptives  as  most  easily 
treated.  Unfortunately,  as  in  this  pa- 
tient, there  may  be  no  clinical  clues  to 


the  presence  of  hypothyroidism,  and 
thyroid  function  screening  may  be 
necessary. 
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Perioperative  Red  Cell  Transfusion 


Summary  of  NIH  Consensus  Development  Statement 


Transfusion  of  red  cells  is  a life- 
saving measure  in  the  manage- 
ment of  a variety  of  medical  and 
surgical  conditions.  The  AIDS 
epidemic  has  recently  raised  the  level 
of  apprehension  regarding  the  trans- 
mission of  infectious  disease  by  trans- 
fusion. Furthermore,  there  is  new  in- 
formation about  the  significance  of 
anemia  in  the  perioperative  period. 
These  developments  have  stimulated 
a re-examination  of  the  benefit-to-risk 
relationship  for  transfusion  therapy. 

To  assess  this  procedure,  the  Na- 
tional Institutes  of  Health,  from  June 
27  through  29,  1988,  held  a Consensus 
Development  Conference  on 
Perioperative  Red  Cell  Transfusion. 
Based  on  scientific  data  presented,  a 
consensus  panel  from  the  medical  pro- 
fession, blood  banking  organizations 
and  the  general  public,  wrote  a consen- 
sus statement.  The  panel’s  findings 
follow: 

Modern  surgical  and  anesthetic  prac- 
tices have  been  guided  by  the  belief 
that  a hemoglobin  of  less  than  10  g/dL 
or  a hematocrit  of  less  than  30°/o  in- 
dicates a need  for  perioperative  red  cell 
transfusion. 

Current  experience  suggests  that 
most  patients  with  hemoglobin  values 
> 10  g/dL  rarely  need  perioperative 
transfusions,  whereas  those  with  acute 


This  summary  was  provided  by  the  National 
Institutes  of  Health. 


anemia  and  hemoglobin  values  < 7 
g/dL  will  need  blood  more  frequently. 

No  single  criterion  can  replace  good 
clinical  judgment  as  the  basis  for  a deci- 
sion regarding  perioperative  transfu- 
sion. Deciding  to  transfuse  red  cells 
depends  on  clinical  assessment  aided 
by  laboratory  data  such  as  arterial 
oxygenation,  mixed  venous  oxygen  ten- 
sion, cardiac  output,  the  oxygen  extrac- 
tion ratio  and  blood  volume,  when 
indicated. 

Many  physicians  and  patients  are 
concerned  that  anemia  may  increase 
perioperative  morbidity.  There  is  no 
evidence  that  mild  to  moderate  anemia 
contributed  to  perioperative  morbidty. 
For  example,  healing  is  not  compromis- 
ed by  normovolemic  anemia. 

Among  the  risks  associated  with 
homologous  red  cell  transfusion  are 
transmission  of  human  hepatitis  virus, 
human  immunodeficiency  virus  (HIV) 
and  human  T-cell  lymphotropic  viruses 
(HTLV-I),  cytomegalovirus  and,  on  rare 
occasions,  other  microbial  agents  such 
as  Epstein-Barr  virus,  babesia,  Par- 
vovirus and  plasmodia.  Therefore,  the 
number  of  homologous  transfusions 
should  be  kept  to  a minimum. 

Although  homologous  red  cell 
transfusions  are  becoming  safer,  they 
should  not  be  considered  substitutes 
for  good  surgical  and  anesthetic  tech- 
niques. Progress  in  anesthesia  has  al- 
owed  more  time  for  the  surgeon  to  be 
fastidious  about  hemostasis,  and  new 
surgical  techniques  have  improved  the 
surgeon’s  ability  to  control  bleeding. 


A variety  of  alternatives  to 
homologous  transfusions  now  is 
available.  Among  these  are  the  use  of 
autologous  blood  collected 
perioperatively  and  intraoperative 
blood  salvage,  which  appears  to  be  safe 
in  some  applications  and  reduces  the 
need  for  homologous  transfusion.  In  ad- 
dition, pharmacologic  approaches  to 
reducing  the  need  for  homologous 
transfusion  are  promising. 

For  example,  hemostasis  may  be  im- 
proved by  the  use  of  desmopressin  and 
recombinant  erythropoietin  (r-HuEPO) 
and  may  increase  the  amount  available 
for  autologous  transfusion. 

Some  of  the  research  initiatives 
needed  are:  studies  on  the  effect  of 
anemia  on  the  rate  of  recovery  and 
length  of  hospital  stay;  the  develop- 
ment of  predictors  that  better  define 
the  need  for  perioperative  red  cell 
transfusions;  the  design  of  additional 
studies  on  the  value  of  directed  dona- 
tions; the  development  of  ways  to  make 
transfusions  safer;  the  development  of 
appropriate  blood  substitutes;  and  the 
determination  of  the  risk  of 
transfusion-transmitted  infection  with 
contemporary  donor  screening  pro- 
cedures and  evaluation  of  new 
measures  to  identify  infected  donors. 

Free  copies  of  the  complete  NIH 
Consensus  Statement  on  Perioperative 
Red  Cell  Transfusion  may  be  obtained 
from  the  Office  of  Medical  Applications 
of  Research,  Budding  1,  Room  216,  Na- 
tional Institutes  of  Health,  9000 
Rockville  Pike,  Bethesda,  Md.  20892. 
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Look-Alike  and  Sound-Alike 
Drug  Names 


HEN. I \MIN  TEPLITSKY,  R.  I'll. 
Brooklyn,  N.V. 


Look-alike  and  sound  alike  drug 
names  can  he  misinterpreted  by  a 
nurse  reading  doctors'  orders  or  by 
a pharmacist  compounding  physi- 
cians' prescriptions.  Such  misunder- 
standings can  result  in  the  admini- 
stration of  a drug  not  intended  by 
the  prescriber.  Awareness  of  such 
look-alike  and  sound  alike  drug 
names  can  reduce  potential  errors. 


Category: 
Brand  Name: 
Generic  Name: 
Dosage  Forms: 


Category: 
Brand  Name: 
Generic  Name: 
Dosage  Forms: 


OMNIPAQUE 

Radiopaque  agent 
Omnipaque,  Winthrop 
Iohexol 
Injection 


MICRONOR 

Oral  contraceptive 
Micronor,  Ortho 
Norethindrone 
Tablets 


OMNIPEN 
Penicillin 
Omnipen,  Wyeth 
Ampicillin 

Powder  for  injection, 
capsules,  powder  for 
oral  suspension 

MICRONASE 
Antidiabetic 
Micronase,  Upjohn 
Glyburide 
Tablets 


ENDLESS 

VACATION 

TRAVEL 

Resort  Condominium  Rentals 


Resort  Condominiums  offer  all  the 
comforts  of  home  - and  then  some. 

• Space  and  privacy 

• Separate  bedrooms 

• Kitchen  facilities 

• Lots  of  extras 

• Seven  full  days  and  nights 

• Hundreds  of  premier  locations  throughout 
the  continental  United  States,  Hawaii, 
Mexico,  the  Caribbean  --  and  Europe 

• Affordable  rental  rates 

call  ENDLESS  VACATION  TRAVEL 
1-800-428-6011 
(In  Indiana,  1-317-876-1999) 

To  receive  your  discount,  be 
sure  to  give  the  vacation 
agent  your  client  code  #91 18. 


$50  Dollars  Off 
Resort  Condominium 
Rental  Week  to 
ISMA  Members!* 


Endorsed  by  the 
Indiana  State  Medical 
Association 
oart  of 

Youi  'I  Advantage1 
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Section  89 — No  Relief  in  Sight 


GREGORY  WRIGHT,  CFP 
Indianapolis 


A TECHNICAL  CORRECTIONS  bill 
recently  passed  by  Congress  in 
the  waning  moments  of  this 
year’s  session  fell  short  of  the  relief 
many  people  had  hoped  for.  It  failed 
to  include  a meaningful  Section  89  “safe 
harbor."  Practical  advice  is  offered  on 
how  to  reduce  the  likelihood  of  Section 
89’s  harsh  penalties. 

Beginning  this  year.  Section  89  of 
the  Internal  Revenue  Code  requires 
that  employee  benefit  plans  generally 
meet  both  qualification  and  non- 
discrimination standards  in  order  for 
these  employee  benefits  to  escape  tax- 
ation to  the  covered  employees,  and  for 
the  cost  of  these  plans  to  avoid  a 28% 
tax  to  be  paid  by  the  employer. 

The  exact  month  and  day  this  law 
will  take  effect  during  1989  will  vary 
from  employer  to  employer,  and  each 
separate  employer  plan  may  have  a dif- 
ferent effective  date.  The  effective 
dates  will  depend  on  several  issues,  in- 
cluding the  employer’s  fiscal  year,  the 
period  for  which  each  benefit  plans 
books  are  kept,  the  deductible/co- 
insurance plan  year  and  the  insurance 
policy  plan  year. 

Almost  all  healt  h and  welfare  benefit 
plans  are  subject  to  these  rules,  in 
eluding  group  medical,  group  life, 
cafeteria,  group  legal,  education 
assistance,  tuition  reimbursement  and 
dependent  care  assistance. 

The  qualification  standards  require 
that  the  plan  be  in  writing  (an  in 


The  author  is  vice  president  of  Conner  In 
surance  Agency,  Inc.  and  is  responsible  for 
executive  and  employee  benefits  divisions. 
Offices  are  located  in  Indianapolis,  Bloom 
ington,  Kokomo  and  Fort  Wayne. 


GREGORY  WRIGHT,  CFP 

Indianapolis 


surance  policy  is  not  sufficient), 
employees  be  notified  of  the  benefits 
available,  employees’  rights  must  be 
legally  enforceable,  etc.  All  employers, 
regardless  of  size,  must  comply  with 
this  law. 

In  addition,  Section  89  requires  these 
benefits  to  pass  complex  nondiscrimi 
nation  tests  in  order  for  benefits  to  be 
nontaxable  to  highly  compensated 
employees. 

The  recent  technical  corrections  act 
did  eliminate  some  absurd  administra- 
tive requirements,  such  as  performing 
on-going  daily  nondiscrimination  tests. 
Testing  would  now  be  allowed  once  a 
year  on  a date  of  the  employer’s  choos- 
ing. However,  the  act  tends  to  greatly 
increase  the  administration  of  certain 
employee  options,  such  as  free  choice 
between  different  health  care  options, 
such  as  employee  and  family  coverage, 
and  different  health  plans,  such  as  an 
indemnity  plan  and  a health  mainten 
ance  organization  (HMO).  As  it  stands 


now,  each  health  plan  option  must  be 
tested  separately  for  nondiscrimina- 
tion. 

It  now  appears  that  many  small 
employers  will  simply  discontinue  pro- 
viding these  benefits  to  employees. 
This  is  because  of  the  cost  and  hassle 
induced  by  Section  89  and  the  risk  of 
its  penalties. 

Furthermore,  because  health  insur- 
ance programs  have  experienced  20% 
to  40%  annual  cost  increases  and  many 
employers  perceive  that  employees  do 
not  appreciate  these  benefits,  some 
employers  do  not  feel  that  discontinu 
ing  these  programs  will  hurt  their  abil- 
ity to  attract  and  retain  employees. 

I believe  that  many  smaller 
employers  with  fewer  than  15 
employees  will  discontinue  providing 
health  insurance  benefits.  This  will  par- 
ticularly be  true  for  marginally  profit- 
able employers  and  low-skilled 
organizations. 

The  basic  qualification  requirements 
(written  plan,  legally  enforceable,  etc.) 
should  be  relatively  easy  to  meet.  At- 
torney Larry  Schmits,  who  specializes 
in  employee  benefits  matters,  advised 
his  affected  clients  to  comply  with 
these  provisions.  Basically,  as  Schmits 
pointed  out  in  a recent  telephone  inter- 
view, these  provisions  are  currently  re- 
quired by  ERISA  legislation  already  on 
the  books. 

Schmits  advised  that  an  insurance 
policy  does  not  suffice.  It  is  a contract 
between  the  employer  and  the  insur 
ance  carrier  and  the  employees  are 
simply  third  party  beneficiaries  of  the 
contract.  A separate  written  plan  docu- 
ment and  a summary  plan  description 
are  required. 

Schmits  also  said  this  written  docu- 
ment should  contain  protective  clauses 
for  the  employer  that  allow  future 
modification  of  benefits,  changing  of  in- 
surance carriers,  the  ability  to  termi- 
nate the  plan  in  a timely  manner,  etc. 

The  burdensome  nature  of  the  non 
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discrimination  testing  for  some 
employers  may  result  in  their  com- 
pliance with  the  qualification  or  writ- 
ten plan  summary  only.  According  to 
Michael  Reece,  an  enrolled  actuary, 
“some  employers  will  find  that  it  makes 
more  sense  to  simply  not  test  (for)  non- 
discrimination for  some  of  the 
employer  sponsored  welfare  benefits, 
to  treat  the  cost  of  these  benefits  as 
additional  income  to  each  highly  com- 
pensated employee  (HCE).” 

This  practice  is  allowed  within  the 
act.  Also,  some  employers  may  gross 
up  the  salary  of  HCEs  to  offset  addi- 
tional personal  income  taxes. 

A highly  compensated  employee  is 
basically  a 5%  or  more  owner,  a cor- 
porate officer,  receives  $75,000  or  more 
in  compensation,  or  received  $50,000  or 
more  in  compensation  and  was  among 
the  top-paid  20%. 


According  to  David  Canarie,  assis- 
tant counsel  for  UNUM  Life  Insurance 
Co.,  a large  national  company 
estimated  the  cost  of  complying  with 
the  nondiscriminatory  portion  of  Sec- 
tion 89  to  be  $19  million  per  year.  They 
have  elected  to  treat  the  cost  of  these 
benefits  to  the  HCEs  as  compensation. 
The  cost  to  gross  up  the  salary  of  these 
HCEs  to  offset  additional  personal  in- 
come taxes  is  estimated  by  them  to  be 
$2  million,  or  $17  million  less. 

That  approach,  however,  probably 
will  not  be  the  most  economical  for 
most  small  and  medium  sized 
employers. 

Generally,  the  most  common  sense 
approach  appears  to  be  the  following: 

• Start  now. 

• Simplify  your  employer  benefit 
programs. 

• Perform  some  basic  testing  with 


the  help  of  a qualified  benefits 
expert. 

• Write  a basic  summary  plan 
description  that  has  provisions  to 
adequately  protect  the  employer. 

• Perform  the  nondiscriminatory 
testing.  If  it  appears  that  you  will 
have  little  problem  in  complying 
with  the  basic  coverage  test  (the 
80%  test),  then  you  are  in  busi- 
ness. 

• If  it  appears  that  you  cannot  meet 
the  basic  coverage  test,  then  tack 
the  benefits  cost  on  the  HCEs  as 
additional  compensation. 

Section  89  penalties  are  harsh.  If  you 
do  not  plan  to  comply,  experts  advise 
employers  to  discontinue  providing 
health  and  welfare  benefits.  Most 
employers,  however,  will  find  that  com- 
pliance will  not  be  as  difficult  as 
foreseen. 


Co-Gesic' 
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How  To  Manage  Multiple  Insurance  Plans 


PHILLIP  SNYDER,  M.I). 
Indianapolis 


CHANGES  IN  THE  health  insurance 
industry  have  meant  not  only  the 
development  of  new  kinds  of  in- 
surance, but  also  an  explosion  in  the 
number  of  insurance  providers  and 
variety  of  plans  available. 

Increasingly,  physicians  are  partici- 
pating in  additional  plans  to  remain  a 
viable  option  for  their  patients.  Often 
this  need  correlates  to  contracting  with 
available  HMOs  and/or  PPOs,  which 
are  being  aggressively  marketed  to  in 
dividuals  and  corporations.  We  need  to 
be  aware  of  the  potential  problems  and 
benefits,  inherent  to  the  business 
management  of  multiple  insurance 
plans  within  our  medical  practices. 

Reason  To  Offer  Multiple  Plans 

Estimates  exist  that  up  to  25%  of 
the  American  population  change 
residences  each  year.  This  transiency 
is  responsible  for  a significant  turnover 
rate  within  our  practices  due  to  factors 
beyond  our  control.  From  a business 
standpoint,  we  strive  every  day  to  en- 
sure that  the  factors  within  our 
control  — the  provision  of  appropriate 
quality  medical  services  within  a car- 
ing environment  for  a reasonable 
price  — are  enough  to  develop  and 
preserve  a trusting  and  lasting 
physician  patient  relationship.  Con 
tinuity  of  care  is  essential  to  develop 
ing  such  a physician  patient  relation- 
ship. Although  we  cannot  prevent  los- 
ing patients  due  to  occupational 
changes  and/or  transiency,  losing  pa- 
tients because  financial  reasons  require 
them  to  switch  to  an  alternative  health 
care  plan  is,  in  part,  an  avoidable  threat 
to  continuity  of  care. 

The  author  is  associate  medical  director  of 
HealthPlus  HMO. 


Offering  a variety  of  plans 
safeguards  against  losing  the  rapport 
that  a physician  has  developed  with  an 
individual  or  family.  If  that  individual 
or  family  selects  an  alternative  health 
care  insurance  plan  because  it  is  finan- 
cially advantageous  to  do  so,  your 
presence  on  the  list  of  physicians  who 
participate  in  that  plan  will  likely 
preserve  that  established  relationship. 

Selecting  a Good  Mix 

A good  rule  of  thumb  in  selecting 
what  types  of  plans  to  offer  is  to  be 
aware  of  the  plans  presently  being  of- 
fered by  businesses  to  employees  in 
your  practice  area  and  attempt  to 
mimic  that  mix.  As  an  example,  if  65% 
of  employers  only  offer  traditional  in- 
demnity insurance  coverage  and  35% 
are  covered  by  HMOs  and/or  PPOs,  a 
strong  chance  exists  that  your  patient 
mix  may  approximate  that  same  pro- 
portion in  types  of  insurance  coverage. 

In  such  a case,  if  a physician  accepts 
indemnity  coverage  but  only  one  of  the 
HMOs  or  PPOs  covering  local 
employers,  the  physician  could  be 
eliminating  potential  patients  by  not 
offering  enough  HMO/PPO  options. 
One  form  of  insurance  coverage  should 
not  necessarily  dominate  another 
within  your  practice  unless  such 
dominance  exists  in  the  local  market. 

In  addition,  consider  where  your  pa- 
tients work.  If  one-third  of  your  pa- 
tients work  in  a nearby  factory,  you 
could  lose  a significant  number  of  pa- 
tients if  the  employer  switches  to  a 
form  of  insurance  coverage  in  which 
you  are  not  participating.  If  necessary, 
keep  in  touch  with  patients  or  their 
company  benefits  manager  to  ensure 
that  you  can  quickly  accommodate  any 
new  plans  within  your  practice. 

Consider  Your  Office  Staff 

One  major  factor  that  needs  to  be 
considered  is  the  impact  that  participa- 
tion in  multiple  medical  insurance  plans 


(Editor’s  note:  This  is  the  last  in  a series  of 
three  articles  about  managed  health  care 
plans.) 


and  alternative  health  care  systems 
may  have  on  your  office  staff.  Par- 
ticipation in  additional  plans  will 
generate  an  additional  workload  for 
your  office  staff  and  may  necessitate 
hiring  an  additional  staff  person.  While 
large  physician  groups  may  have  the 
budget  available  for  a new  person,  a 
physician  practicing  alone  may  not  be 
able  to  justify  the  expense. 

An  alternative  health  care  plan 
should  be  willing  to  provide  adequate 
training  and  thoroughly  explain  all 
policies,  procedures  and  benefit 
packages.  Equally  important,  the  plan 
should  educate  patients  or  enrollees  in 
how  the  plan  works  and  provide 
descriptions  of  benefits  and  coverage, 
copayments  and  exclusions.  Your  office 
staff  depends  on  the  patient  and  plan 
to  provide  accurate,  complete  and  time- 
ly insurance  information  and  depends 
on  the  insurance  providers  for  notifica- 
tion of  any  changes  in  the  plan  regard 
ing  filing  procedures  and  benefit 
coverage.  When  notification  is  slow  and 
patients,  staff  and/or  physicians  do  not 
understand  coverage,  timely  process- 
ing of  claims  becomes  difficult,  leading 
to  delayed  payment  and  additional  con- 
fusion and  frustration. 

Managing  Questions 

Insurance  providers  understand  that 
when  a physician  is  unhappy  patients, 
too,  may  become  unhappy,  and  the  pro- 
vision of  medical  services  suffers.  The 
plan  cannot  afford  not  to  respond  to  a 
physician’s  questions  or  problems  and 
risk  losing  contracting  physicians  and 
eventually  enrollees  as  well. 

The  plan  should  stand  ready  to 
respond  to  your  needs  and  should  pro- 
vide one  telephone  number  that  your 
staff  members  can  call  to  immediately 
document  patient  coverage  or  to 
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resolve  problems  and  answer  questions 
promptly.  Contacts  with  the  plan 
representatives  should  be  documented. 
The  plan  representative  should  pro- 
vide an  initial  response  and  set  a goal 
for  resolving  a particular  situation. 
Questions  on  policies  and  paper  work 
generally  should  be  resolved  quickly 
and  easily. 

Occasionally,  a certain  plan  may 
become  unmanageable.  Your  staff 
members  may  fall  behind  in  paper 
work  due  to  time  wasted  tracking  ques- 
tions with  the  plan.  Plan  problems  or 
frequently  policy  changes,  coupled  with 
the  stress  of  processing  several  dif- 
ferent plans  and  remembering  many 
details,  could  increase  staff  turnover 
and  thereby  decrease  office  efficiency. 
In  such  a situation,  you  could  consider 
terminating  your  affiliation  with  the 
plan.  However,  such  a decision  to  ter- 
minate naturally  could  affect  your  pa- 
tient base,  should  not  be  taken  lightly 
and  should  be  made  only  after  prob- 
lems are  unable  to  be  reconciled.  Care- 
fully follow  the  procedures  necessary 
to  adjust  or  terminate  your  affiliation 
so  that  patient  care  is  not  jeopardized. 

Minimizing  Confusion 

Summarize  the  basic  payment 
systems,  policies,  procedures  and 
benefit  packages  for  each  plan  and 
keep  them  handy  for  reference.  Claims 
departments  depend  on  appropriate 
coding  to  eliminate  problems  when 
claims  are  submitted  to  the  plan’s  main 
office.  Incomplete  or  incorrect  forms 
delay  payment.  Generating  a list  of  the 
most  frequently  used  codes  is  helpful 
and  time-saving  in  filing  claims  forms. 
For  prepaid  plans,  accurate  logging  of 
all  patient  contact  and  services  is  of  the 
utmost  importance.  The  information 
from  these  logs  assists  in  determining 
future  reimbursement  via  monthly 
capitation  payments  by  directly  reflect- 
ing upon  actuarial  data  for  the  plan. 

Actuarial  Data  a Factor 

It’s  important  to  understand  that 
prepaid  plans  depend  on  actuarial  data 
to  determine  payments  for  all  medical 


services,  including  primary  care  physi- 
cian compensation  in  a capitation 
schedule.  New  health  care  recommen- 
dations by  leading  health  care 
organizations  or  new  legislation  can 
change  the  amount  of  treatment  pa- 
tients seek  and  the  cost  of  services.  For 
example,  the  federal  surcharge  on  im- 
munizations that  went  into  effect  this 
past  year  caused  an  immediate  in- 
crease in  the  cost  of  immunizations. 
Though  no  one,  not  even  an  insurance 
provider,  can  forecast  the  future,  once 
the  information  is  provided  the  plan 
representative  should  respond  quick- 
ly to  make  appropriate  adjustments. 
Physicians  have  to  recognize  that  the 
payment  plan  needs  time  to  adjust  to 
changes  in  the  provision  of  health  care 
services  subject  to  utilization,  pricing 
and  the  development  of  new  modalities 
used  in  medical  diagnosis  and  treat- 
ment due  to  advancing  technology. 

Consider  Self-Referring 

When  signing  a prepaid  plan  con- 
tract as  a primary  care  physician,  be 
aware  that  if  you  are  qualified  to  pro- 
vide more  specialized  services  that  fall 
outside  that  plan’s  definition  of 
primary  care  services,  you  should  sign 
a referral  physician  contract  as  well. 
Signing  a referral  physician’s  contract 
permits  you  to  self-refer  for  these  more 
specialized  services  and  procedures 
that  you  provide.  Such  examples  may 
include  obstetrics,  minor  surgery  or  en- 
doscopic procedures,  depending  on 
your  area  of  expertise.  When  ap- 
propriate, it  behooves  the  physician  to 
provide  all  the  medical  services  within 
his  or  her  realm  of  expertise.  Primary 
care  services  not  provided  personally 
may  be  deducted  from  the  proceeding 
month’s  capitation  payment  while 
specialty  services  provided  result  in 
additional  reimbursement. 

Implement  Checks  and  Balances 

You  know  your  practice  more 
thoroughly  than  anyone  else.  Be  sure 
to  establish  a system  of  checks  and 
balances  to  help  you  monitor  the  in 
surance  plans  you  offer.  Have  the  of 


fice  staff  identify  and  communicate  to 
you  plans  that  are  tardy  in  payment 
or  slow  to  respond  to  inquiries.  If  pay- 
ment is  consistently  tardy  for  a par- 
ticular plan,  be  in  touch  with  the  ap- 
propriate plan,  making  sure  that  you 
and  your  front  office  are  handling  all 
billings  and  claims  correctly  to  ex- 
pedite payment.  In  a prepaid  health 
plan,  your  best  check  and  balance  is  to 
monitor  or  inspect  your  patient  en- 
counter logs  on  a regular  basis.  With 
it,  you  can  rapidly  assess  your  fee-for- 
service  equivalency  to  determine  that 
you  are  receiving  adequate  compensa- 
tion for  your  services. 

Be  Aware 

If  you  take  the  time  to  monitor  the 
impact  that  managing  multiple  health 
care  plans  has  on  your  practice,  you 
may  prevent  situations  that  create  per- 
sonal frustration  and  financial  stress 
on  the  practice.  Remember  these 
considerations: 

• Mimic  the  mix  of  plans  offered  by 
local  employers. 

• Consider  a variety  of  plans.  Select 
those  that  can  be  readily  adhered  to 
and  can  provide  adequate  compensa- 
tion for  your  services. 

• Educate  yourself  and  your  staff  in 
each  plan’s  management. 

• Consider  additional  front  office 
staff  to  limit  stress  and  avoid  un- 
necessary staff  turnover. 

• Summarize  the  basic  payment  pro- 
cedures, policies  and  benefit  packages 
for  each  plan  in  which  you  participate 
and  keep  the  summary  handy. 

• Phone  numbers  for  key  contact 
personnel  for  each  plan  should  be 
available  at  all  times;  document  all  con- 
tacts concerning  policies  and  pro- 
cedures affecting  patient  care. 

• Sign  contracts  that  enable  you  to 
self-refer  when  appropriate. 

• Keep  accurate  and  complete  pa- 
tient encounter  logs  for  any  prepaid 
plan. 

• Establish  a system  of  checks  and 
balances.  Keep  lines  of  communication 
open  with  your  staff  and  each  plan 
involved. 
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The  Drama  of  the  1989  Legislative 
Session  Begins  To  Unfold 


JULIANNA  M.  NEWLAND 
ISMA  Director  of  Government 
and  Specialty  Society  Relations 


“ You  can’t  fool  all  of  the  people  all  of 
the  t ime,  hut  all  I want  is  a good  sizeable 
majority.  ’ Unknown 

FOR  THOSE  POLITICAL  pundits  who 
like  their  opening  curtain  to  be 
improbable,  yet  impressive,  then 
welcome  to  the  106t.h  session  of  the  In 
diana  General  Assembly. 

The  political  makeup  of  the  Indiana 
House  of  Representatives  is  50 
Republicans  and  50  Democrats.  This  is 
the  first  time  in  recorded  history  that 
the  membership  has  been  evenly  split. 
The  members  elected  two  people,  Paul 
S.  Mannweiler  and  Michael  K.  Phillips, 
to  serve  as  cospeakers  of  the  House. 

In  the  Indiana  Senate,  the  political 
makeup  is  26  Republicans  and  24 
Democrats.  With  the  Republicans 
holding  the  majority.  Sen.  Robert 
Carton  was  chosen  as  the  Senate  Presi- 
dent Pro  Tempore.  Lt.  Gov.  Frank 
O’Bannon  will  preside  over  the  Indiana 
Senate  as  the  president.  The  Indiana 
Senate  also  will  have  several  changes 
in  its  political  makeup  with  a newly 
elected  Republican  caucus  chairman 
and  a new  Democratic  floor  leader.  The 
Senate  also  will  see  several  new  com- 
mittee chairmen. 

The  new  state  administration  under 
Gov.  Evan  Bayh  will  present  several 
health  related  proposals  to  the  Indiana 
General  Assembly  for  consideration. 

The  combination  of  these  factors 
along  with  the  nearly  250  health- 
related  bills  expected  to  be  introduced 


means  this  legislative  session  will  not 
lack  for  attention. 

So,  let’s  get  out  our  new  scorecards 
and  see  if  we  can  forecast  the  issues 
of  interest  to  the  ISMA. 

Legislative  Issues 

While  the  protection  of  Indiana’s 
Medical  Malpractice  Act  is  the  top 
priority  for  the  ISMA’s  lobbying  team, 
it  is  anticipated  that  there  will  be  no 
major  attempts  to  amend  the  act  this 
session.  Indications  from  Gov.  Bayh 
suggest  that  the  administration  sees 
no  need  to  change  Indiana’s  medical 
malpractice  law,  recognizing  that  it  is 
a model  law.  Nonetheless,  the  ISMA 
lobbyists  will  be  watchful  for  proposals 
to  amend  the  act. 

An  issue  that  has  been  proposed  in 
other  states  may  arise  in  Indiana  — 
mandatory  assignment  tied  to  licen- 
sure. The  ISMA  will  be  working  with 
various  interested  groups  to  thwart 
this  attempt  to  mandate  acceptance  of 
assignment  under  Medicare. 

The  ISMA  will  be  introducing 
legislation  to  prohibit  the  sale  of 
tobacco  in  vending  machines  and  to 
prohibit  smoking  in  hospitals  and 
health  facilities.  Both  of  these 
measures  are  being  filed  in  accordance 
with  the  directives  from  the  ISMA 
House  of  Delegates.  Another  tobacco- 
related  proposal  expected  to  be  filed 
this  session  would  require  all  public 
buildings  to  have  designated  nonsmok- 
ing areas.  This  initiative  will  be  sup- 
ported by  the  ISMA  in  accordance  with 
the  ISMA  goal  to  move  Indiana  toward 
a tobacco-free  society  by  the  year  2000. 

The  State  Board  of  Health  will  be 
the  subject  of  legislative  scrutiny  this 
session  as  the  lawmakers  debate  pro- 


posals from  the  Sunset  Committee  that 
met  over  the  summer  to  review  the 
operations  of  the  State  Board  of  Health 
and  its  local  health  departments. 

Probably  the  most  significant  public 
policy  health  issue  to  be  debated  will 
be  the  expansion  of  the  Medicaid  pro- 
gram to  150%  of  the  federal  poverty 
level  to  cover  prenatal  care  for  preg- 
nant women  and  medical  care  for 
children  up  to  age  8 who  meet  these 
income  guidelines.  This  program, 
known  as  “SOBRA  expansion,"  has 
been  recommended  by  the  Institute  of 
Medicine,  the  National  Commission  to 
Prevent  Infant  Mortality  and  various 
health-related  organizations.  The  issue 
came  to  the  forefront  in  Indiana  when 
data  were  released  that  showed 
Marion  County  having  the  highest 
black  infant  mortality  rate  in  the  na- 
tion. The  ISMA  House  of  Delegates 
adopted  a resolution  supporting  the  ex- 
pansion of  the  SOBRA  option  under 
Medicaid. 

In  the  1988  session,  legislation 
known  as  the  “omnibus  AIDS  bill” 
(SEA  9)  was  passed.  This  new  law  ex- 
panded the  reporting  requirements  for 
HIV  and  dealt  with  many  other  issues 
surrounding  AIDS.  It  is  likely  the 
lawmakers  will  tackle  other  AIDS 
issues  in  1989  including  consent  for 
testing,  which  people  may  be  required 
to  be  treated  and  contact  tracing. 

Various  allied  health  groups  will  be 
asking  the  Indiana  legislature  to  grant 
them  licensing  status  and  to  write  a 
scope  of  practice  for  their  profession. 
These  allied  health  groups  (occupa- 
tional therapists,  social  workers,  radia- 
tion technologists  and  others)  will  con- 
tinue to  occupy  a large  percentage  of 
CONTINUED  ON  PAGE  37 
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Letter  to  the  Editor 


I am  writing  to  discuss  my  disgust 
at  reading  in  the  October  1988  issue  of 
Indiana  Medicine  a lengthy  article 
by  a freelance  writer,  Betty  White,  en- 
titled Depression,  etc.  on  page  851  and 
follows.  My  disgust  comes  from  the  In 
diana  State  Medical  Association's  Jour 
nal  repeating  the  error  that  most  of  the 
popular  media  are  guilty  of,  which  is 
medical  articles  written  by  lay  people 
with  no  information. 

This  article,  which  I read  in  some 
detail,  is  almost  exclusively  a “book 
report”  of  some  reports  from  the  Na 
tional  Institute  of  Mental  Health.  As 
a physician  practicing  in  Indiana,  I feel 
nothing  but  disgust  reading  a rehash 
of  material  from  a government  institu 
tion  by  a freelance  writer  who  wrote 
it  for  profit  in  a supposed  professional 
medical  journal. 

I would  ask  that  Indiana  Medicine 
not  publish  such  material,  which  is 
better  suited  for  the  tabloid  press  and 
the  sensational  journals  at  the 
checkout  counter  of  most  super- 
markets. This  is  another  example  of 
government  publishing  somet  hing,  lay 
people  taking  it  to  the  media  and  then 
indicating  that  physicians  don't  know 
what  they’re  talking  about.  — Arthur  J. 
Kuhn,  M.I).,  Munster 

Legislative  Session 

CONTINUED  FROM  PAGE  36 
the  health  care  agenda.  In  addition, 
physical  therapists  will  be  seeking 
legislative  approval  of  a proposal  that 
would  allow  their  practitioners  to  treat 
patients  without  a physician’s  referral. 

Health  care  for  the  medically 
underserved,  including  proposals  on 
how  it  is  delivered  and  how  it  is  paid 
for,  will  be  another  important  health- 
related  public  policy  measure  on  the 
legislative  agenda.  It  is  likely  proposals 
dealing  with  product  liability  and  the 
worker’s  compensation  law  will  be 
debated  this  session.  And  last,  but  not 
least,  the  state’s  biennial  budget  will 
be  a major  priority  for  the  state 
lawmakers. 

In  order  to  help  you  obtain  up-to- 
date  legislative  information,  the  ISMA 
has  installed  a toll  free  legislative 
hotline.  You  may  call  1-800-447  ISMA 
to  learn  what  is  happening  at  the 
Statehouse  that  is  of  interest  to 
organized  medicine. 


Announcing  a new 
ownership  . . . of 
the  oldest  skilled 
nursing  home  for 
children  in  Indiana : 


HERITAGE  HOUSE 


SHELBYVILLE,  INDIANA 


offers  the  benefits  of  a local,  Hoosier- 
owned  facility  with  native  Hoosier 
warmth  and  skill  in  caring  for  children 
for  1 6 years. 


has  an  owner— Ava  Vogel  Smith— 
with  the  administrative  background  of 
11  years  on  staff  with  the  Indiana 
Health  Care  Assciation  and  a co- 
owner—husband  Robert  Smith— who 
headed  Indiana  Medicaid. 


ne 


choice  we  hope  is  yours  in  recom- 
mending the  most  skilled  staff  with  the 
most  concern  and  care  after  visiting 
us  to  see  for  yourself  Come  see  us 
soon. 


HA  A H 


A G t HO 


ChMre^i-Cen^ 
2325  South  Miller  Street 
Shelbyville,  IN  46176 
Phone  (317)  392-3287 
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Evan  Bayh,  who  will  become  governor 
of  Indiana  this  month,  speaks  during  the 
IMPAC  luncheon.  Gubernatorial  candi- 
dates Bayh,  former  Indiana  Secretary 
of  State,  and  Lt.  Gov.  John  Mutz 
presented  opening  statements  and 
answered  questions  from  the  audience 
during  the  program. 


1988 

CONVENTION 

REPORT 


Dr.  John  D.  MacDougall  (second  from  left)  is  applauded  after  he  delivered  his 
address  as  president  at  the  first  session  of  the  House  of  Delegates.  Others  are 
(from  left)  Dr.  Fred  W.  Dahling,  president-elect;  Dr.  C.  Dyke  Egnatz,  speaker  of 
the  House;  Dr.  William  H.  Beeson,  vice-speaker;  and  Dr.  Helen  E.  Czenkusch, 
parliamentarian. 


Speakers  at  the  general  scientific  session  on  AIDS  were  (left  to  right)  Dr.  Woodrow  A.  Myers  Jr.,  state  health  commissioner; 
Dr.  Robert  Kleiman,  chief  of  pediatric  infectious  diseases  at  Indiana  University  Hospital;  Dr.  Robert  B.  Jones,  Indiana 
University  Department  of  Medicine,  Division  of  Infectious  Diseases;  and  Dr.  Judith  Johnson,  Indiana  State  Board  of  Health. 
Dr.  Roy  Schwarz,  AMA  Assistant  Vice-President  for  Medical  Education  and  Science,  also  spoke. 
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Dr.  Nicki  C.  Turner,  a Muncie  internist,  received  the  1988 
Physician  Community  Service  Award  during  ISMA’s  annual 
meeting.  Dr.  Turner  established  “Friends  Who  Care,”  a non- 
profit educational  foundation  that  teaches  schoolchildren 
about  the  dangers  of  tobacco  use.  The  award  is  provided  by 
the  A.H.  Robins  Co. 


Dr.  John  C.  Huus  of  Evansville  and  Karen  Kuhn  Staley  of 
the  Indiana  Society  of  Medical  Assistants  talk  during  a break 
in  the  section  on  internal  medicine. 


e* 


Dr.  William  Golden,  a trustee  of  the  American  Society  of  In- 
terna! Medicine,  speaks  on  the  Harvard  Resource-Based 
Relative  Value  Scale. 


Dr.  Fred  Dahling  assumes  the  role  of  ISMA  president  at  the 
President’s  Night  dinner. 


Dr.  James  E.  Davis,  president  of  the  AMA,  signs  in  at  the 
convention,  assisted  by  Debbie  Pierle  of  the  ISMA  staff  (center) 
and  Sandy  Fledderjohann. 
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Dr.  Kenneth  0.  Fetrow  (right)  of  Hammond  stops  to  talk  with 
Ron  Kiersing,  the  representative  at  the  Eli  Lilly/Dista 
exhibit. 


Dr.  Michael  A.  Litwiller  of  Indianapolis  visits  the  exhibit  of 
the  Upjohn  Co.,  which  is  represented  by  Jodi  Wolfe  (left)  and 
Kellee  Bognanno. 


Those  attending  the  section  on  internal  medicine  included  Delegates  listen  to  the  proceedings  at  the  House  of  Delegates 
Dr.  Ramon  S.  Dunkin  (left)  of  Indianapolis  and  Dr.  George  first  session. 

L.  Alcorn  of  Madison. 


Michael  Miller  (right),  representing  Abacus  Data  Systems,  ex-  Lura  Stone  (left),  president-elect  of  the  ISMA  Auxiliary,  chats 
plains  his  product  to  Dr.  Moses  S.  Safirstein  of  Fort  Wayne.  with  Dr.  Lydia  K.  Mertz  of  Goshen  at  the  spouse  program. 
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Call  to  Order,  Miscellaneous  Business 


The  Indiana  State  Medical  Associa 
tion  House  of  Delegates  convened  its 
139th  Annual  Convention,  featuring 
the  theme  “Maintaining  The  Balance 
of  Medical  Care,"  at  9:30  a.m.,  EST,  Fri 
day,  October  21, 1988,  at  the  Radisson, 
Indianapolis.  The  final  session  of  the 
House  of  Delegates  convened  at  9 a.m., 
EST,  Sunday,  October  23,  1988. 
Presiding  at  both  sessions  was  Dr.  C. 
Dyke  Egnatz,  speaker,  Schererville, 
assisted  by  Dr.  William  Beeson,  vice 
speaker,  Indianapolis.  Dr.  Helen 
Czenkusch,  Indianapolis,  served  as 
parliamentarian.  Chaplain  R.  Richard 
True,  Anderson,  presented  the 
invocation. 


Approval  of  Minutes 

The  proceedings  of  the  138th  Annual 
Meeting  of  the  House  of  Delegates,  In- 
diana State  Medical  Association,  con- 
ducted Nov.  6 to  8,  1987,  at  the 
Radisson,  Indianapolis,  and  published 
in  the  January  1988  issue  of  INDIANA 
MEDICINE,  were  approved. 


Election  of  Officers 

Dr.  Fred  W.  Dahling,  New  Haven, 
as  president-elect,  succeeded  to  the  of- 
fice of  president.  Dr.  George  Rawls,  In 
dianapolis,  was  elected  president-elect. 
Other  elections  included: 

Treasurer  — Dr.  Max  Wesemann, 
Franklin 

Assistant  Treasurer  — Dr.  Michael 
Mellinger,  LaGrange 

Speaker  of  the  House  — Dr.  C.  Dyke 
Egnatz,  Schererville 

Vice  Speaker  of  the  House  — Dr. 
William  H.  Beeson,  Indianapolis 
Chairman,  Board  of  Trustees  — Dr. 
William  Van  Ness  II,  Summitville 
Clerk/Chairman  Pro  Tern,  Board  of 
Trustees  — Dr.  Jack  Higgins,  Kokomo 
At  Large  Member,  Executive  Com- 
mittee—Dr.  Benny  Ko,  Terre  Haute 
At  Large  Member,  Executive  Com- 
mittee—Dr.  Clarence  Clarkson, 
Richmond 


Election  of  Delegates 
Alt.  Delegates  to  the  AMA 

The  following  were  elected  to  two- 
year  terms  as  delegates  and  alternate 
delegates  to  the  American  Medical 
Association,  their  terms  to  expire  Dec. 
31,  1989: 

Delegates: 

John  Knote,  M.D.,  Lafayette 
Alvin  J.  Haley,  M.D.,  Carmel 
George  Lukemeyer,  M.D., 
Indianapolis 

Alternates: 

Shirley  Thompson  Khalouf,  M.D., 
Marion 

Max  N.  Hoffman,  M.D.,  Covington 
Edward  Langston,  M.D.,  Flora 
Holdover  AMA  delegates  and  alter- 
nate delegates  (terms  expire  Dec.  31, 
1989)  are: 


District  12  — John  R.  Thomas,  Fort 
Wayne 

Alternate  Trustees: 

District  1 — Bruce  W.  Romick, 
Evansville 

District  3 — Charles  B.  Carty,  Pekin 
District  4 — George  Alcorn,  Madison 
District  5 — Fred  Haggerty, 
Greencastle 

District  7 — Ronald  G.  Blankenbaker, 
Indianapolis 

District  7 — Willis  W.  Stogsdill, 
Indianapolis 

District  7 — Charles  0.  McCormick 
III,  Greenwood 

District  8 — John  V.  Osborne,  Muncie 
District  9 — Stephen  D.  Tharp, 
Frankfort 

District  10  — Frank  Sturdevant, 
Valparaiso 

District  13  — Alfred  C.  Cox,  South 
Bend 


Delegates: 

Marvin  E.  Priddy,  M.D.,  Fort  Wayne 
Peter  R.  Petrich,  M.D.,  Attica 
Thomas  C.  Tyrrell,  Hammond 

Alternates: 

Herbert  Khalouf,  M.D.,  Marion 
Martin  J.  O’Neill,  M.D.,  Valparaiso 
Richard  Reedy,  M.D.,  Yorktown 
Standing  ovations  from  the  House  of 
Delegates  were  accorded  Everett  E. 
Bickers,  M.D.,  Floyds  Knobs,  and  to 
Robert  Seibel,  M.D.,  Nashville,  for 
their  past  dedicated  service  to  the  In 
diana  Delegation  to  the  American 
Medical  Association. 


Elected/Re-elected 
Trustees,  Alternates  1988-89 

Trustees: 

District  3 — Gordon  Gutmann, 
Jeffersonville 

District  6 — Clarence  Clarkson, 
Richmond 

District  7 — Peter  L.  Winters, 
Indianapolis 

District  9 — R.  Adrian  Lanning, 
Noblesville 


Also  reported  for  confirmation  to  the 
House:  Dr.  Margaret  Frazer,  president, 
Resident  Medical  Society,  by  virtue  of 
this  position,  is  a nonvoting  trustee  of 
the  ISMA  Board  of  Trustees.  The  RMS 
president-elect,  Dr.  John  Fallon,  is  the 
alternate  trustee  of  the  ISMA  board. 
Each  term  is  one  year  in  a nonvoting 
capacity. 

Adoption  of  Resolution  88-17,  resolv- 
ed that  the  Medical  Student  Society 
have  a nonvoting  trustee  and  an  alter 
nate  trustee  to  represent  the  MSS  on 
the  ISMA  Board  of  Trustees,  both 
elected  by  the  members  of  the  MSS 
during  its  annual  meeting.  The  term 
of  office  is  one  year  in  a nonvoting 
capacity.  The  student  trustee  is  Marc 
Duerden;  the  student  alternate  trustee 
is  Clint  Myers. 


Future  Meetings 

1989  Westin  Oct.  27-29 

1990  Radisson  Nov.  2-4 

1991  Westin  Nov.  8-10 

1992  Westin  Nov.  13-15 

1993  Radisson  Nov.  5-7 
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1988  ISMA  Journalism  Award  Winners 


Print  Single  Story — Susan  Guyett, 
Indianapolis  Woman  magazine, 
“Women’s  Health  Through  the 
Decades.” 

Print  Series — June  Remley  and 
Diane  Carmony,  Fort  Wayne  Journal- 
Gazette,  “Ohio  Shooting  Triggers 
Debate  on  Life  & Death.” 

Radio — Jerry  Castor,  WTTS/ 
WGTC,  Bloomington,  “Alcohol  — The 


Tribute  to  members  of  the  Indiana 
State  Medical  Association  who  have 
died  since  the  1987  session. 

Joseph  H.  Baltes,  M.D.,  Fort  Wayne 
Frank  B.  Bard,  M.D.,  Crothersville 
Marion  H.  Bedwell,  M.D.,  Sullivan 
A.  W.  Bloom,  M.D.,  Kelleys  Island,  Ohio 
Clyde  G.  Botkin,  M.D.,  Muncie 
Archie  E.  Brown,  M.D.,  St.  Petersburg,  Fla. 
William  M.  Browning,  M.D.,  North  Vernon 
Raymond  H.  Burnikel,  M.D.,  Evansville 
Truman  E.  Caylor,  M.D.,  Bluffton 
William  R.  Clark  Sr.,  M.D.,  Fort  Wayne 
Avery  L.  Coddens,  M.D.,  Fowler 
Thomas  A.  Cortese  Sr.,  M.D.,  Indianapolis 
Chris  W.  Cullnane,  M.D.,  Evansville 
Elmer  T.  Cure,  M.D.,  Muncie 
Dale  A.  Davidson,  M.D.,  Indianapolis 
Albert  M.  De  Armond,  M.D.,  Tucson,  Ariz. 
George  L.  Derhammer,  M.D.,  Monticello 
Walter  A.  Dycus,  M.D.,  Evansville 
Palmer  0.  Eicher,  M.D.,  Indianapolis 
Thomas  A.  Elliott,  M.D.,  Elkhart 
John  T.  Emhardt,  M.D.,  Indianapolis 


Accepted  Drug”  and  Gene  Stewart, 
WIKY  AM  & FM,  Evansville,  “AIDS: 
Issues  and  Answers.” 

Television  Single  Story — Betsy  Ross, 
WTHR-TV,  Indianapolis,  “A  Day  in  the 
Life  of  Riley.” 

Television  Series — Mary  Mysliwiec, 
WLFI-TV,  Lafayette,  “Heart  Disease.” 

Print  Single  Story — Student 


In  Memoriam 


Frank  J.  Enderle,  M.D.,  Terre  Haute 
Helen  L.  Finley,  M.D. 

Edson  C.  Fish,  M.D.,  South  Bend 
Theodore  C.  Fong,  M.D.,  Madison 
Joseph  M.  Gilson,  M.D.,  Indianapolis 
Sidney  R.  Goldstone,  M.D.,  Munster 
Teodoro  G.  Guevara,  M.D.,  Marion 
George  M.  Hamilton,  M.D.,  Fort  Wayne 
Roscoe  C.  Henderson,  M.D.,  Indianapolis 
Russell  S.  Henry,  M.D.,  Indianapolis 
John  E.  Heubi,  M.D.,  Indianapolis 
Peter  B.  Hoover,  M.D.,  Boonville 
John  S.  Huoni,  M.D.,  West  Bay,  Fla. 
David  K.  Johnloz,  M.D.,  Bloomington 
Stephen  L.  Johnson,  M.D.,  Evansville 
Robert  B.  Kessler,  M.D.,  Evansville 
Bennett  Kraft,  M.D.,  Sarasota,  Fla. 
Clarence  A.  Laubscher,  M.D.,  Evansville 
Milo  0.  Lundt,  M.D.,  Edwardsburg,  Mich. 
William  R.  Maurer  Jr.,  M.D.,  Schererville 
Fred  R.  McCrea,  M.D.,  Terre  Haute 
George  A.  McDowell,  M.D.,  Fort  Wayne 
Thomas  0.  Middleton,  M.D.,  Bloomington 
Richard  T.  Nolin,  M.D.,  Carmel 
William  H.  Norman,  M.D.,  Marco,  Fla. 


Division — Thomas  Olafson,  Indiana 
Daily  Student,  “Alcohol  Scars  a Past, 
Taints  a Future.” 

Print  Series — Student  Division — 

Sarah  Mawhorr,  Indiana  Daily  Stu- 
dent, “Domestic  Violence:  An  American 
Tradition.” 


Max  S.  Norris,  M.D.,  Indianapolis 
Carroll  O'Rourke,  M.D.,  Fort  Wayne 
Andrew  C.  Offutt,  M.D.,  Indianapolis 
Harley  P.  Palmer,  M.D.,  Franklin 
Vernon  K.  Pancost,  M.D.,  Elkhart 
Richard  K.  Parrish,  M.D.,  Decatur 
Alexander  Y.  Pipo,  M.D.,  Chicago,  111. 
Floyd  T.  Romberger,  M.D.,  Indianapolis 
Donald  F.  Roney  Jr.,  M.D.,  Union,  Ky. 

C.  D.  Salas,  M.D.,  New  Castle 
Robert  H.  Schirmer,  M.D.,  Evansville 
Victor  V.  Schriefer,  M.D.,  Evansville 
George  E.  Scott,  M.D.,  Indianapolis 
Marshall  H.  Seat,  M.D.,  Washington 
Hiram  T.  Sexson,  M.D.,  Indianapolis 
Charles  E.  Sheets,  M.D.,  Manilla 
George  H.  Springstun,  M.D.,  Sullivan 
Anna  L.  Turner,  M.D.,  Madison 
William  C.  Van  Ness,  M.D.,  Summitville 
Elaine  M.  Vlaskamp,  M.D.,  Muncie 
Jack  G.  Weinbaum,  M.D.,  Terre  Haute 
Wendell  A.  Weller,  M.D.,  West  Lafayette 
Roger  F.  Whitcomb,  M.D.,  Shelbyville 
Stanley  G.  Zallen,  M.D.,  Munster 
Ralph  E.  Zwickel,  M.D.,  Newburgh 
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Dr.  Fred  W.  Dahling  Inaugurated  As  ISMA  President 


Dr.  Dahling 


Dr.  Fred  W.  Dahling,  a New  Haven 
family  practitioner,  was  sworn  in  as 
president  of  the  Indiana  State  Medical 
Association  Oct.  23  during  the  final  ses- 
sion of  the  139th  House  of  Delegates. 

Dr.  Dahling  succeeded  Dr.  John  D. 
MacDougall,  a Beech  Grove  surgeon, 
as  president  of  the  ISMA.  Dr.  Dahling 
has  served  as  ISMA  vice-speaker  and 
speaker  of  the  House.  He  is  also  a 
former  chairman  of  the  ISMA  Board 
of  Trustees. 

Dr.  Dahling  graduated  from  the  In- 
diana University  School  of  Medicine  in 
1956  and  established  his  private  prac- 
tice in  1961.  He  is  on  the  staffs  of 


Lutheran  and  Parkview  Memorial 
hospitals  in  Fort  Wayne.  He  is  certified 
by  the  American  Board  of  Family  Prac- 
tice and  is  a former  president  of 
Lutheran  Hospital,  the  Allen  County 
Medical  Society  and  the  Alumni  Coun- 
cil, Indiana  University  School  of 
Medicine. 

Dr.  Dahling  has  been  an  ISMA  dele- 
gate since  1970  and  has  served  on 
Reference  Committees,  the  Commis- 
sion on  Public  Relations,  the  IMPAC 
board,  the  Commission  on  Legislation 
and  an  ad  hoc  committee  on 
malpractice. 


Dr.  George  H.  Rawls  Chosen  President-Elect 


Dr.  George  H.  Rawls,  an  Indianapolis 
surgeon,  was  chosen  president-elect  of 
the  Indiana  State  Medical  Association 
Oct.  23  during  the  139th  annual  conven- 
tion in  Indianapolis. 

Dr.  Rawls  was  elected  by  the  House 
of  Delegates  during  the  final  session 
of  the  House.  He  will  become  president 
of  ISMA  during  its  convention  in  Oc- 
tober 1989. 

Dr.  Rawls  is  a 1952  graduate  of 
Howard  University  School  of  Medicine 


and  a former  president  of  the  Marion 
County  Medical  Society  and  has  served 
as  an  ISMA  delegate,  assistant 
treasurer  and  treasurer.  He  is  a 
member  of  the  American  College  of 
Surgeons,  the  American  Society  of  Ab- 
dominal Surgeons  and  is  certified  by 
the  American  Board  of  Surgery.  Dr. 
Rawls  also  wrote  The  Surgeon’s  Turn, 
his  personal  account  of  serious  illness 
and  major  surgery. 
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Address  of  the  President 


John  I).  MacDougall,  M.I). 


Mr.  Speaker,  fellow  officers, 
delegates  and  friends:  One  year  ago  I 
stood  at  this  podium  and  spoke  to  you 
about  some  priorities  for  the  coming 
year.  The  year,  it  seems  to  me,  has 
passed  very  quickly,  and  we  have  ac- 
complished only  some  of  what  I had 
hoped.  My  feeling  about  this  perhaps 
is  best  characterized  by  the  old,  oft- 
repeated  chestnut  attributed  to 
Winston  Churchill.  As  he  presided  at 
a meeting,  some  of  his  remarks  were 
offensive  to  Lady  Astor  and  she 
thought  that  she  detected  on  his  per- 
son the  aroma  of  brandy,  whereupon 
she  strode  to  the  wall  and  drew  a 
horizontal  mark  at  shoulder  height  and 
remarked  “Winston,  if  all  the  brandy 
you  have  drunk  in  your  life  were 
poured  into  this  room,  it  would  reach 
this  level.”  Churchill  looked  at  the 
mark,  looked  at  the  distance  to  the 
floor  and  the  distance  to  the  ceiling  and 
said  “So  much  accomplished,  so  much 
left  undone.”  I believe  we  have  ac- 
complished more  this  year  than  we 
have  left  undone,  and  fortunately  we 
have  continuity  of  leadership  in  this 
association  and  progress  will  continue. 

Last  year  I emphasized  that  my  first 
opportunity  was  to  carry  out  the 
policies  enunciated  by  the  House  of 
Delegates  in  its  resolutions,  and  this 
has  largely  been  done  with  one  notable 
exception,  which  was  last  year’s  resolu- 
tion 87-22.  This  was  the  resolution 
which  called  for  the  establishment  of 
a statewide  network  of  insurance  per- 
formance review  committees,  and 
although  this  resolution  was  not 
adopted,  it  was  referred  to  the  Board 
of  Trustees.  Because  of  the  fiscal  im- 
pact of  the  resolution,  it  was  properly 
referred  to  the  Executive  Committee, 
which  is  the  financial  committee  of  the 
association.  During  the  past  year,  more 
effort  and  attention  have  been  given 
to  this  issue  by  the  Executive  Commit- 
tee than  any  other  single  issue.  I will 
not  take  time  this  morning  to  explain 
the  lengthy  and  involved  process  which 
has  continued  through  the  year,  but 
suffice  it  to  say  that  progress  has  been 
made  on  this  issue  and  I believe  we  are 


close  to  a satisfactory  implementation. 

In  a related  issue,  a proposal  was 
made  to  our  state  legislature  to  con- 
sider forming  an  Insurance  Oversight 
Committee  to  monitor  the  insurance 
companies  who  serve  as  the  fiscal  in- 
termediaries for  Medicare.  For  a 
number  of  sound  reasons,  our  Board  of 
Trustees  opposed  the  formation  of  such 
a committee.  As  an  alternative,  a series 
of  meetings  of  physicians  and  their 
representatives  together  with  the  ex- 
ecutives at  Blue  Cross/Blue  Shield 
responsible  for  Medicare  affairs  was 
proposed  and  these  are  being  expand- 
ed to  include  representatives  of  senior 
citizens  groups  and  interested 
members  of  the  legislature.  The  second 
of  these  meetings  was  held  on  October 
7th  and  I believe  that  considerable  pro- 
gress was  made  resolving  some  of  the 
difficult  problems  that  have  been  ex- 
perienced in  Medicare  reimbursement. 

A second  priority  of  mine  this  year 
has  been  membership.  Telethons  were 
held  in  the  10th  and  12th  districts, 
soliciting  non-member  physicians,  and 
we  have  significantly  increased  our 
membership  during  the  year  and  we 
are  continuing  our  efforts  in  this  im- 
portant area. 

Another  important  priority  was  that 
of  legislation.  Our  Commission  on 
Legislation,  under  the  able  leadership 
of  Dr.  Ed  Langston,  was  very  active 
during  the  annual  session  of  the 
General  Assembly.  Together  with  our 
Department  of  Government  Relations 
directed  by  Julie  Newland,  the  bills 
which  we  favored  regarding  health 
issues  were  enacted.  These  included 
the  bill  prohibiting  the  use  of  anabolic 
steroids  in  high  school  athletes  and  the 
comprehensive  AIDS  bill,  which  has 
enabled  the  State  Board  of  Health  to 
pursue  vigorously  its  program  for  com 
batting  this  serious  threat.  A proposal 
which  would  have  amended  our  Pa- 
tients Compensation  Act  in  such  a way 
to  have  allowed  the  Medical  Review 
Panel  process  to  be  circumvented  in 
some  instances  was  soundly  defeated 
after  a vigorous  lobbying  effort  in 
which  many  of  you  participated. 


Another  interest  of  mine  during  the 
past  year  was  to  increase  our  support 
of  IMPAC  and  AMPAC,  the  political 
action  committees  of  our  state  associa- 
tion and  the  AMA,  respectively.  I am 
happy  to  report  that,  under  the  leader- 
ship of  our  IMPAC  Chairman,  Dr. 
Everett  Bickers,  we  have  had  an  in- 
crease in  sustaining  membership,  and 
we  now  rank  11th  among  the  fifty 
states  in  PAC  membership.  I will 
repeat  here  and  now  what  I have  said 
at  many  district  meetings:  that  support 
of  this  effort  is  so  important  that  I 
would  like  to  see  every  physician  pre- 
sent in  this  room  and  his  or  her  spouse 
be  sustaining  members  of  IMPAC  and 
AMPAC.  The  cost  of  this  is  $200  per 
year  or  54  cents  a day  and  I don’t  know 
of  any  physician  here  present  who  can- 
not afford  that.  If  you  should  happen 
not  to  be  among  this  esteemed 
membership,  I invite  you  to  take  your 
checkbook  out  of  your  pocket  now  and 
write  a check  for  $200  to  IMPAC  and 
AMPAC  and  hand  it  to  Mr.  Richard 
King,  our  executive  director,  who  will 
see  that  you  and  your  spouse  are  pro- 
perly enrolled  as  sustaining  members. 
I will  take  one  moment  to  ask  for  your 
continuing  support  of  PICI,  the  Physi- 
cians Insurance  Company  of  Indiana. 
This  is  your  company,  it  is  physician- 
owned  and  directed,  under  the  able 
leadership  of  the  board  chairman.  Dr. 
Paul  Siebenmorgan,  and  the  executive 
vice-president,  Mr.  David  Duncan,  and 
it  is  dedicated  to  vigorous  support  of 
physicians  in  all  professional  liability 
actions.  Its  rates  are  competitive  and 
its  track  record  is  outstanding.  It  now 
insures  over  2,000  physicians  in  In- 
diana and  if  you  are  not  one  of  them, 
I recommend  it  for  your  consideration. 

I would  like  to  extend  my  personal 
thanks  to  all  the  physician  members  of 
the  commissions  and  committees  and 
especially  the  chairmen  of  these  com- 
missions for  their  participation  during 
the  past  year.  In  addition  to  Dr. 
Langston,  whom  I previously  mention 
ed,  my  special  thanks  are  extended  to 
Dr.  Helen  Czenkusch,  who  chaired  the 
Commission  on  Constitution  and 
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Bylaws,  Dr.  Fred  Blix  for  his  leader 
ship  of  the  Commission  for  Physician 
Assistance  and  Dr.  Adrian  Lanning, 
who  chaired  the  Commission  on  Public 
Relations.  I also  wish  to  thank  Dr. 
Alfred  Cox,  who  chaired  the  important 
Commission  on  Medical  Services,  and 
special  thanks  to  Dr.  Virginia  Wagner 
for  chairing  the  ad  hoc  committee 
which  Dr.  Cox  appointed  to  address  the 
problem  of  lack  of  health  care  for  many 
of  our  pre-school  children  and  which 
resulted  in  a late  resolution  titled 
Healthcare  for  Children,  Ages  0-8,  in 
The  State  of  Indiana,  which  will  be  con- 
sidered at  this  meeting.  I would  like 
to  thank  Dr.  Blankenbaker  for  chair- 
ing the  Commission  on  Sports  Medicine 
and  Dr.  James  Carter  who,  on  rather 
short  notice,  agreed  to  assume  the 
chairmanship  of  the  very  important 
Commission  on  Medical  Education.  Dr. 
Carter  appointed  a subcommission  to 
work  with  Dr.  Paul  Muller  to  provide 
a program  of  remedial  education  as  an 
alternative  to  sanction  by  Peerview, 
and  we  are  indebted  to  Dr.  Glenn 
Bingle  for  chairing  the  subcommission 
as  well  as  for  his  chairmanship  of  the 
Commission  on  Convention  Arrange- 
ments. 

I especially  want  to  thank  the  physi- 
cian members  of  the  Executive  Com- 
mittee and  the  Board  of  Trustees, 
under  the  very  capable  chairmanship 
of  Dr.  Michael  Mellinger,  for  their  hard 
work  and  active  contribution  to  the 
process  of  creating  and  implementing 
the  policies  of  our  organization  and 
their  patience  in  helping  resolve  some 
of  the  more  difficult  and  entangled 
problems. 

I should  like  to  recognize  the 
diligence  and  effectiveness  of  our  AMA 
Delegation  members  who,  under  the 
leadership  of  their  chairman,  Dr. 
Marvin  Priddy,  effectively  presented 
Indiana’s  point  of  view  on  major  issues 


both  at  the  interim  meeting  last 
December  and  the  annual  meeting  last 
June. 

And  lastly,  and  perhaps  most  impor- 
tantly, I would  like  to  extend  my  per- 
sonal thanks  to  each  of  the  members 
of  our  ISMA  staff  who,  under  the  most 
inspiring  leadership  of  our  executive 
director,  Mr.  Richard  King,  and  his 
associate  executive  directors  and 
department  heads,  have  made  the 
work  of  the  association  a distinct 
pleasure  and  who  have  contributed  so 
much  to  our  successful  year.  In  addi- 
tion to  Ms.  Newland,  whom  I mention 
ed  earlier,  I would  like  to  thank  Adele 
Lash,  our  director  of  communications, 
and  commend  her  for  her  important 
work  with  Ms.  Newland  in  organizing 
our  Medicare  Assistance  Program  pilot 
project  in  Montgomery  County.  I thank 
Michael  Huntley,  our  director  of 
member  services,  who  also  serves  as 
our  capable  pilot  and  in  whom  we  en- 
trust our  lives  night  and  day  and  in 
clear  and  unclear  weather.  I thank 
John  Wilson,  our  director  of  finance, 
who  has  worked  closely  with  our 
distinguished  treasurer.  Dr.  George 
Rawls,  to  keep  us  well  informed  about 
our  financial  status.  Mr.  Ronald  Dyer, 
our  general  counsel,  has  served  us  well 
throughout  the  year  and  has  been 
especially  helpful  in  our  recent 
meetings  with  the  Blue  Shield 
representatives. 

Special  thanks  are  due  to  our  field 
representatives,  Bob  Sullivan,  Richard 
Ryan  and  Janna  Kosinski;  our  indispen- 
sable executive  assistants,  Susan 
Grant  and  Mary  Alice  Cary;  and  our 
ever  lovable  Rosanna  Iler,  who  knows 
more  doctors  and  their  wives  than 
anyone  in  Indiana  and  who  works  so 
hard  on  membership  and  shepherding 
our  auxiliary. 

I certainly  want  to  include  in  our 
thanks  Dana  Wallace  who  keeps  the 


computer  running,  Tom  Martens  who 
supervises  our  health  insurance  pro- 
gram and  coordinates  Continuing 
Medical  Education,  and  Carolyn  Down- 
ing who  attends  to  the  Resident 
Medical  Society  and  the  specialty 
societies. 

I would  like  to  offer  a special  tribute 
to  Martin  Badger  who,  under  the  direc- 
tion of  the  editor.  Dr.  Frank  Ramsey, 
has  made  our  monthly  journal,  In 
diana  Medicine,  a publication  of  the 
first  order  of  which  we  are  very  proud. 

As  I mentioned  earlier,  it  was  with 
great  foresight  that  the  early  leaders 
of  our  association  provided  in  the  Con- 
stitution and  Bylaws  for  a continuum 
of  leadership  so  that  policies  and  pro- 
grams which  are  initiated  during  one 
presidential  year  can  be  continued  and 
strengthened  in  subsequent  years.  We 
will  shortly  inaugurate  a new  president 
of  the  association  who  will  assume  the 
office  with  as  thorough  a preparation 
and  background  and  is  as  well  equip- 
ped for  leadership  as  any  president  we 
have  had  in  our  past.  Dr.  Fred  Dahl- 
ing  has  served  in  leadership  roles 
throughout  his  professional  career  and 
has  gained  much  experience  as  vice- 
speaker and  speaker  of  this  House  of 
Delegates,  and  he  has  been  a vigorous 
participant  in  our  leadership  as 
president-elect  during  the  past  year. 
We  look  forward,  with  great  expecta- 
tion, to  his  vigorous  leadership  during 
the  forthcoming  year  and  I pledge  him 
my  unswerving  support  as  I will  re- 
main a member  of  the  executive  com- 
mittee as  immediate  past  president 
during  the  next  year. 

And  now  for  the  honor  of  being 
allowed  to  serve  as  your  president  dur- 
ing this  past  year,  I extend  my 
warmest  personal  thanks  to  each 
member  of  this  House  of  Delegates 
which,  as  a body,  I hold  in  such  high 
esteem.  Thank  you  very  much. 


Indiana  MEDiciNE/January  1989 — Vol.  82,  No.  1 


45 


Address  of  the  President-Elect 


Fred  W.  Dahling,  M.D. 


“The  profession  can  be  secured  best  bp 
unity  from  within  the  profession 
itself'— Fred  W.  Dahling,  M.D. 

During  this  past  year,  it  has  been  my 
duty  and  always  my  pleasure  to  repre- 
sent this  association  as  its  president- 
elect. This  has  required  attendance  at 
many  meetings,  conferences  and 
seminars.  It  has  mandated  travel  from 
California  to  the  District  of  Columbia, 
with  many  miles  traveled  inside  our 
Hoosier  state.  These  have  been  in- 
teresting, productive  and  always  hap- 
py miles,  traveled  on  your  behalf. 

Upon  reflection,  it  seems  to  me  that 
one  constant  theme  has  emerged 
despite  the  variety  of  subject  material 
considered  on  these  occasions.  That 
theme  can  be  best  described  as 
analogous  to  the  opening  lines  in 
Dickens’  novel,  A Tale  of  Two  Cities : 
"It  was  the  best  of  times.  It  was  the 
worst  of  times.” 

Indeed,  this  is  medicine’s  best  of 
times.  Over  the  last  three  decades,  the 
art  and  science  of  medicine  has  advanc- 
ed beyond  our  wildest  dreams.  It  has 
progressed  to  a point  that  was  unthink- 
able and  unimaginable  a generation 
ago.  One  hundred  years  ago,  a stab 
wound  to  the  heart  was  a fatal  injury. 
Today,  the  skillful  surgeon’s  scalpel  in- 
cises and  dissects  the  heart  and  the  pa- 
tient lives.  He  not  only  survives,  but 
in  most  instances  he  continues  to  live 
an  active  and  productive  life  after- 
wards. In  1931,  when  I was  born,  the 
average  life  expectancy  for  a male  was 
about  57  years,  my  age  today.  An 
American  male  born  today  has  a life 
expectancy  of  more  than  70  years.  The 
leading  killers  of  a generation  ago, 
heart  disease,  stroke  and  cancer,  have 
been  thwarted;  and  in  some  cases, 
there  has  been  a cure  effected.  Infec- 
tious diseases  are  no  longer  the 
scourge  that  once  decimated  entire 
populations.  Small  pox  has  been 
eradicated.  There  are  few  cases  of 
polio.  Although  we  are  now  faced  with 
the  medical  problems  associated  with 
accidents,  substance  abuse  and  the 
catastrophe  of  AIDS,  this  is  truly  the 
“Golden  Age”  of  medicine. 


On  the  other  hand,  the  environment 
in  which  the  family  and  house  of 
medicine  finds  itself  is  at  its  worst.  To- 
day, that  environment  is  one  of  gloom 
and  despair.  Today’s  medical  environ 
ment  is  fostered  by  the  mischief 
created  in  our  legislatures  and  Con 
gress.  Since  the  beginning  of  the  social- 
ization of  our  profession  in  1965,  the 
socioeconomic  environment  seems  to 
be  increasingly  menacing  and  inhospit- 
able. Many  of  our  fellow  practitioners 
believe  that  this  is  the  beginning  of  the 
end  of  our  proud  profession.  While  it 
is  true  that  our  present  perceived  prob- 
lems with  big  business,  big  govern- 
ment, the  insurance  and  hospital  in 
dustries  are  tall  obstacles  to  hurdle, 
the  fut  ure  questions  of  quality  of  care, 
mandatory  CME,  competency  testing 
and  mandatory  assignment  are  more 
formidable  problems  yet  to  be  address- 
ed. I feel  that  medicine  still  possesses 
the  self-reliance  and  the  self-discipline 
which  will  be  required  to  overcome 
these  problems. 

Physicians  are  not  unlike  snow- 
flakes. They  come  in  many  sizes, 
shapes  and  forms.  By  themselves,  they 
finally  melt  away  with  time  and  have 
no  lasting  effect.  But  together,  they  can 
cover  the  field  of  medical  endeavor,  can 
be  driven  into  drifts  of  solidarity  and 
can  possess  the  power  of  an  avalanche 
when  disturbed.  The  key  to  the  solu- 
tions of  our  problems  may  well  be 
related  to  a single  word:  UNITY.  There 
is  strength  in  unity.  In  union,  we  can 
make  a difference.  We  can  make  a dif- 
ference for  our  patients,  for  our  pro- 
fession and  for  our  individual  selves. 

UNDERSTANDING.  Unity  can  be 
thought  of  comprising  five  integral 
parts.  The  first  part  is  understanding. 
We  have  to  understand  that  our  pre- 
sent circumstances  are  not  so  much  a 
consequence  of  the  popular  fad  of 
doctor  bashing  as  it  is  the  fact,  as  I see 
it,  that  there  is  envy  of  the  power 
which  we  collectively  and  individually 
possess:  the  power  of  our  indepen 
dence;  the  power  that  we  hold  to  influ 
ence  other  people;  and  the  power  to 
make  reasonable  and  meaningful  deci- 


sions. We  have  to  understand  that  good 
decisions  have  to  be  made  by  good 
physicians.  A good  physician  is  one 
who  treats  people  as  individuals.  A 
good  physician  is  one  who  studies.  A 
good  physician  is  one  who  knows  that 
problems  and  their  solutions  are  not 
simple.  A good  physician  is  one  who  is 
aware  of  unintended  consequences.  We 
have  to  understand  that  our  profession 
is  undeniably  essential  to  the  care  of 
humanity  and  cannot  be  replaced. 

NURTURING.  The  second  part  of 
unity  is  nurturing.  Nurturing  means  to 
nourish.  Nurturing  means  to  grow.  To 
grow  and  to  flourish  requires  the  cor- 
rect ingredients.  One  of  those  ingre- 
dients is  recruitment.  The  applicant 
pool  of  highly  qualified  applicants  to 
our  schools  of  medicine  is  shrinking. 
Medical  school  classes  are  contracting. 
Medicine  is  now  competing  with  other 
career  choices  that  young  men  and 
women  are  considering.  To  stay 
healthy,  our  profession  has  to  have  an 
adequate  supply  of  highly  qualified  and 
properly  motivated  men  and  women  to 
enter  our  training  programs  to  replace 
those  of  us  whose  professional  careers 
are  nearing  their  end.  We  should  all 
promote  our  profession  whenever 
there  is  a chance  to  do  so. 

Another  ingredient  to  proper  nur- 
turing is  our  responsibility  to  advance 
the  profession  through  teaching.  The 
old  adage  to  learn  one,  do  one,  then 
teach  one  has  always  been  a good  one 
to  follow.  Although  teaching  facilities 
and  methods  have  grown  very  sophis- 
ticated over  time,  we  should  never 
shirk  our  responsibility  to  avail 
ourselves  to  our  students  and  resi- 
dents. If  we  fail  to  do  this,  we  do 
nothing  to  advance  medical  knowledge. 

A third  and  important  ingredient  for 
nurturing  is  to  continue  to  study  and 
learn.  The  practice  of  medicine  means 
precisely  that.  The  vast  body  of  know- 
ledge in  medicine  exponentially  ex- 
pands with  the  passing  of  each  year. 
To  keep  up  with  new  advances  and 
techniques  could  be  a full-time  job.  The 
good  physician  should  want  to  study 
and  learn.  If  he  doesn’t,  then  required 
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continuing  medical  education  tied  to 
licensure  won’t  be  far  off. 

INTEGRITY.  The  third  part  of  unity 
is  integrity.  Integrity  brings  to  mind 
those  qualities  consisting  of  honesty, 
soundness,  uprightness  and  unim- 
paired state,  a state  of  being  complete 
and  undivided.  Every  day  that  we  prac- 
tice, our  integrity  is  faced  with  com- 
promising situations.  Pressures  to 
change  a diagnosis,  to  extend  a disabil- 
ity without  good  reason,  to  shorten  a 
treatment  or  hospital  stay  are  all  com 
mon,  everyday  occurrences  in  the  pre- 
sent day  practice.  Attempts  to  recruit 
us  into  different  delivery  systems  that 
really  may  not  be  to  the  best  advan- 
tage to  our  patients  are  not  unfamiliar 
to  us.  If  what  we  do  is  right  for  the  pa- 
tient, then  our  professional  integrity 
will  not  be  compromised.  Patient  ad- 
vocacy is  a responsibility  that  we 
should  not  shun. 

TRUSTWORTHINESS.  The  fourth 
component  of  unity  is  trustworthiness. 
Without  integrity,  one  cannot  become 
trustworthy.  A successful  medical 
career  can  only  be  attained  with  the 
trustworthy  component.  To  become 
trustworthy  requires  time.  Trust- 
worthiness is  the  result  of  being 
dependable,  of  being  honest,  and  of  be- 
ing temperate  and  considerate.  If  we 
cannot  attain  the  state  of  trustworthi- 
ness, then  our  profession’s  attempts  to 
influence  the  events  that  affect  us  will 
be  of  no  value. 

YEOMANSHIP.  And  finally,  the  last 
part  of  unity  is  yeomanship.  Historical- 
ly, a yeoman  was  an  attendant, 
especially  a gentleman  attendant  in  a 
royal  or  noble  household.  He  was 
subordinate  in  rank.  He  usually  per- 
formed menial  tasks.  He  was  a common 
man  of  a most  respected  class.  He  was 
a man  free-born.  And  doesn’t  this 
describe  what  we  all  would  like  to  have 
a physician  aspire  to  be?  A man  of  com- 
mon birth  who  with  a free  will  has 
decided  to  serve  a most  noble  cause, 
the  relief  from  the  pain  and  suffering 
which  his  fellow  man  endures. 

I firmly  believe  that  unity  and  its 
five  component  parts  (i.e.,  understand- 


ing, nurturing,  integrity,  trustworthi- 
ness and  yeomanship)  will  lend  itself 
to  the  preservation  of  our  profession. 
And  to  that  end,  I would  like  to  finally 
make  the  following  recommendations: 

1.  FINANCE.  Our  last  year’s 
budget  was  at  just  under  $2  million. 
With  our  present  dues  structure,  our 
income  from  dues  has  not  met  our 
needs  for  several  years.  The  shortfall 
has  been  made  up  from  non-dues  in- 
come derived  mostly  from  investment 
income  from  our  reserves.  In  the  last 
few  years,  our  reserves  have  been  cut 
dangerously  low  in  order  to  continue 
mandated  services  to  our  members.  By 
1992,  our  operating  expenses  are 
estimated  to  increase  another  $500,000 
and  will  be  just  under  a total  of  $2.5 
million.  The  leadership  of  this  associa- 
tion feels  that  to  maintain  solvency,  our 
non-dues  income  must  increase  and 
that  we  also  should  have  at  least  one 
year’s  operating  expenses  in  reserve 
as  a cushion.  To  accomplish  these  ob- 
jectives, this  House  has  before  it  a dues 
increase  program  to  consider.  The  pro- 
gram calls  for  a $50  increase  next  year 
and  a $25  per  year  additional  increase 
over  the  next  three  years  so  that  in 
four  years,  the  total  increase  would 
amount  to  $125.  The  dues  would  in- 
crease from  the  present  $235  to  $360 
per  year  four  years  hence.  It  is  felt  that 
this  plan  would  give  us  the  necessary 
funds  to  continue  and  to  expand  any 
future  services  and  also  would  build 
our  reserves  to  just  under  $3  million. 
I endorse  this  financial  plan  and  I 
strongly  urge  you  to  consider  im- 
plementing this  dues  increase  and  to 
earmark  at  least  one  dollar  of  the  in- 
crease as  an  addition  to  the  amount 
already  budgeted  for  the  auxiliary. 

2.  ADVOCACY.  Over  the  past 
several  years,  we  have  had  a working 
liaison  with  the  Federation  of  Older 
Hoosiers.  This  has  been  an  excellent 
vehicle  in  which  to  promote  patient  ad- 
vocacy. This  relationship  must  con- 
tinue and  expand  where  possible.  Also 
at  the  present  time,  we  now  have  a 
pilot  study  going  on  in  a selected 
county  to  explore  the  idea  of  a 


Medicare  courtesy  card  program.  If  it 
proves  to  be  acceptable  to  both  pa- 
tients and  physicians,  it  could  become 
available  throughout  the  state. 

But  there  is  another  advocacy  that 
has  to  be  considered,  and  that  is  physi- 
cian advocacy.  In  the  last  several 
months,  the  extreme  frustrations  of 
physicians  over  third  party  payors,  and 
more  specifically  those  of  the  govern- 
ment plans,  have  risen  to  the  boiling 
point.  Insurance  review  programs  and 
patient  advocacy  committees  have 
been  tried  and  found  to  have  some  suc- 
cess in  one  of  our  county  societies.  This 
program  could  be  implemented  on  a 
statewide  basis,  and  in  the  next  year, 
it  is  my  desire  that  this  may  be  com- 
pleted. Coordination  and  direction  can 
and  should  come  from  your  state 
medical  association.  Additionally, 
monthly  meetings  with  the  governmen- 
tal carriers  have  been  started  at  the 
state  level  to  consider  global  problems 
in  the  various  governmental  plans.  As 
long  as  these  meetings  progress 
positively,  I believe  that  they  should 
be  continued. 

3.  PHYSICIAN’S  ASSISTANCE. 
The  Physician’s  Assistance  Program 
has  now  developed  to  the  point  that  the 
Physician  Recovery  Coordinator  posi- 
tion has  been  filled.  A more  unified  and 
coordinated  statewide  program  should 
be  in  place  over  the  next  several 
months.  Another  facet  of  physician 
assistance  has  to  do  with  more  than 
physician  recovery  and  rehabilitation. 
I would  like  to  eventually  see  this  pro- 
gram expand,  maybe  with  the  help  of 
the  auxilians,  to  help  relieve  stress  ex- 
perienced by  the  physician  and  his 
family  members.  Conceivably,  this 
could  be  achieved  through  interested 
physician  and  spouse  volunteers  at  the 
local  county  medical  society  level  not 
unlike  the  program  in  Allen  County. 

4.  LEGISLATIVE  ACTION.  The 
legislative  department  of  this  associa- 
tion has  been  developed  into  a highly 
productive  and  smooth  running  enter 
prise  over  the  years.  What  is  needed 
is  continued  physician  and  spouse  in 
put  and  involvement.  The  Key  Contact 
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Program  is  one  method  to  this  end.  One 
goal  this  next  year  is  to  gain  more 
physician  and  spousal  activity  in  this 
program. 

5.  POLITICAL  ACTION.  Political 
involvement  is  necessary  for  the  sur- 
vival as  much  as  we  may  detest  such 
participation.  New  players  will  be  on 
the  field  in  the  next  two  weeks.  A new 
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Charles  Dickens’  classic,  A Tale  of 
Two  Cities,  opens  with  a phrase  that 
could  describe  the  age  in  which  we  live. 

At  the  very  least,  his  “It  was  the  age 
of  wisdom,  it  was  the  age  of  foolishness; 
it  was  the  spring  of  hope,  it  was  the 
winter  of  despair"  scenario  could  be 
used  to  describe  today’s  medical 
environment. 

For  at  a time  when  the  physicians 
in  Indiana,  indeed  across  this  nation, 
are  providing  the  best  medical  care  in 
the  world,  much  of  the  public  thinks 
they  are  self-serving  — more  committed 
to  the  quantity  of  compensation  than 
to  the  quality  of  patients’  care.  At  a 
time  when  technology  fosters  progress 
never  dreamed  of,  scientific  knowledge 
is  pitted  against  ethical  questions 
never  thought  of,  let  alone  asked.  At 
a time  when  organ  transplants  offer 
new  life  to  the  dying,  a suit-happy 
society  no  longer  accepts  that  some 
babies  are  born  deformed  and  some 
diseases  cannot  be  cured,  or  that  the 
natural  process  of  aging  will  inevitably 
end  all  of  our  lives.  At  a time  when 
people  are  living  longer,  healthier  lives 
than  ever,  the  government  imposes  in 
creasing  restrictions  that  let  cost  dic- 
tate the  limits  of  care.  At  a time  when 
we  have  conquered  most  of  the  killing 
childhood  diseases,  we  are  faced  with 
the  dread  specter  of  AIDS  with  no  vac- 
cine or  cure  in  sight  while  animal  rights 


inning  of  challenge  will  begin.  One  way 
for  us  all  to  participate  at  this  level  is 
to  actively  join  our  political  action  com- 
mittees, AMPAC  and  IMPAC.  You 
can’t  get  a “bigger  bang  for  your  buck.” 
Participation  in  the  PAC  and  becom 
ing  individually  active  with  your  own 
candidates  and  elected  officials  will  en- 
sure that  the  profession  has  a clear  and 


ISMA  Auxiliary 


and  welfare  groups  are  waging  a 
radical  campaign  against  biomedical 
research. 

The  pressure  these  issues  bring  give 
us  no  cause  to  wonder  why  impairment 
is  a problem  for  some  physicians,  why 
medical  families  face  so  much  stress, 
why  many  physicians  are  leaving  the 
profession  to  which  they  had  commit- 
ted their  lives.  If  ever  you  need  our 
support,  it  is  now.  If  ever  our  com 
munities  needed  our  health  advocacy, 
it  is  now.  If  ever  the  medical  family 
needed  our  encouragement,  it  is  now. 

The  Auxiliary  has  what  it  takes  to 
confront  these  difficult  issues.  It  is  the 
potential  that  is  within  the  AMA  Aux- 
iliary and  the  ISMA  Auxiliary  that  will 
make  a difference. 

The  best  and  worst  scenario  I 
sketched  a moment  ago  makes  clear 
the  overriding  challenge  to  physicians 
today.  That  is,  to  maintain  excellence 
in  patient  care  in  the  face  of  complex- 
ity and  uncertainty,  from  overregula 
tion  and  competition.  You  must  deal  in 
your  day-to-day  practices  with  con 
cerns  other  than  the  well  being  of  pa 
tients.  Whether  this  is  right  or  wrong 
is  not  debatable.  It  is  real. 

Equally  real  is  the  Auxiliary’s  com 
mitment  to  unleash  our  potential  to 
help  you  maintain  the  quality  care  to 
which  patients  have  become 
accustomed. 


strong  political  voice. 

This  next  year  promises  to  be  a most 
exciting  and  challenging  one.  I am  look 
ing  forward  to  it.  With  your  forbear 
ance,  aid  and  prayer,  we  will  be  suc- 
cessful at  whatever  we  choose  to  do. 
Thank  you  for  affording  me  the  oppor- 
tunity of  serving  you  and  our 
profession. 


Ann  Wrenn 


As  medical  policy  and  decisions  are 
increasingly  made  by  legislative 
bodies,  we  must  continue  to  educate 
physicians’  spouses  about  the  issues  so 
they  will  be  knowledgeable  and  ready 
to  become  involved  in  the  crucial 
legislative  process.  The  increasing  ef- 
ficiency and  effectiveness  of  our 
legislative  contact  systems  has  shown 
us  what  we  can  do  on  such  issues  as 
changing  the  Indiana  Malpractice  Act 
and  mandatory  assignment.  But  as 
ethical  issues  increasingly  become  a 
focus  in  medical  care,  we  must  be 
prepared  to  face  them.  As  professional 
liability  concerns  continue  to  plague 
the  medical  profession,  we  must  renew 
our  efforts.  As  an  increasingly  aging 
population  looks  to  government  to 
solve  all  of  its  health  problems,  we 
must  be  ready  to  act. 

Beyond  legislative  action  there  is 
another  way  we  can  help  to  maintain 
excellence  in  medical  care  . . . and  that 
is  by  renewing  our  commitment  to 
medical  education  through  support  of 
AMA-ERF.  Support  of  this  foundation, 
our  only  philanthropic  endeavor, 
becomes  even  more  critical  if  medicine 
is  to  continue  to  attract  the  brightest 
minds  so  that  the  tradition  of  ex- 
cellence for  which  you  have  worked  so 
hard  continues  to  be  the  norm. 

We  have  begun  a new  program  this 
year  and  it  is  called  the  Medical  Stu- 
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dent/Physician  Mentor  Program.  The 
purpose  of  this  program  is  to  provide 
an  opportunity  for  the  freshman  stu 
dent  to  visit  with  the  physician  and  his 
family  in  a nonmedical  setting.  Invite 
the  student  for  dinner,  to  a ball  game, 
to  a picnic!  So  far,  the  response  on  the 
part  of  the  students  has  been  fantastic. 
Now  we  are  waiting  for  you  to  adopt 
these  students. 

Renewed  commitment  is  also  needed 
to  promote  good  health  in  our  Indiana 
communities.  But  there  are  new  chal- 
lenges before  us.  One  is  the  decline  in 
adolescent  health.  The  Auxiliary's  ef- 
forts in  this  area  have  brought  us 
deserved  recognition  in  the  past  year 
as  we  joined  the  AMA  in  its  initiative 
to  prevent  teen  substance  abuse, 
pregnancy,  suicide,  victimization  and 
violence.  But,  the  problems  that  plague 
our  youth  have  deep  and  complex  roots 
that  do  not  respond  to  simple  solutions. 
Our  renewed  commitment  is  needed 


now  to  ensure  that  every  child  in  this 
state  gets  a healthy  start  on  life.  Find- 
ing a way  to  provide  AIDS  education 
for  both  youth  and  adults  is  another 
source  of  concern.  We  would  be  naive 
to  assume  that  people  understand  the 
truth  about  this  dread  disease.  We 
want  to  help  make  people  aware  of  how 
to  prevent  the  disease. 

Substance  abuse  is  also  a problem 
that  needs  our  continued  attention. 
Again,  no  matter  how  hard  we  try  . . . 
no  matter  how  plain  we  make  the 
message,  we  can  never  assume  that  the 
truth  has  gotten  through.  We  must 
continue  to  alert  youth  and  adults  alike 
that  abuse  of  tobacco,  alcohol  and 
drugs  shortens  lives  and  threatens 
health.  For  while  we  cannot  stop 
people  from  using  these  substances,  we 
can  vow  that  no  one  in  Indiana  goes  to 
his  or  her  grave  without  knowing  their 
dangers. 

These  are  tough  issues,  and  they  are 


real  in  these  best  and  worst  of  times. 
Your  president,  Dr.  MacDougall,  has 
made  every  effort  to  include  the  Aux- 
iliary in  the  ISMA  activities  this  past 
year.  Dr.  Dahling,  your  incoming  presi- 
dent, has  already  met  with  the  Aux- 
iliary to  make  plans  for  the  coming 
year.  We  appreciate  and  welcome  the 
opportunity  to  be  advocates  for 
medicine  in  Indiana. 

I have  said  and  I believe  that  we  live 
in  uncertain  times.  But,  I also  believe 
that  if  we  look  over  and  above  our  cur- 
rent situation,  we  will  see  a future  in 
which  quality  health  care  is  available 
to  every  Hoosier. 

Let  us  begin  to  lay  the  groundwork 
for  that  future  today  by  renewing  our 
commitment  to  unleash  the  potential 
within  us  and  our  organizations  to 
make  the  needed  difference. 

Thank  you. 


Annual  Report,  Medical  Student  Section  Marc  E.  Duerden,  Chairman 


As  the  Medical  Student  Section 
(MSS)  entered  its  fourth  year,  it  con- 
tinued to  change  into  a dynamic  and 
active  organization.  After  years  of  ef- 
fort on  behalf  of  the  Indiana  delegation 
to  the  American  Medical  Association, 
a new  resolution  was  passed  at  A-88 
that  will  now  allow  the  ISMA-MSS  to 
increase  its  voting  power  from  one  vote 
to  nine  votes.  Under  the  old  bylaw, 
each  medical  school  in  the  United 
States  was  allowed  one  delegate  and 
one  alternate  delegate  to  represent 
that  school  at  the  national  AMA-MSS 
conventions.  The  new  resolution  will 
allow  each  medical  school  with 
students  at  regional  centers  for  one 
year  or  more  to  have  students  from 
those  centers  send  one  delegate  and 
one  alternate  delegate  to  represent 
that  school  at  the  AMA-MSS 
conventions. 


Indiana  has  eight  regional  centers, 
and  plans  called  for  these  centers  to 
quickly  develop  their  MSS  programs 
to  be  able  to  send  delegates  to  the  in- 
terim meeting  last  December.  Twelve 
students  were  able  to  attend  the 
December  AMA-MSS  meeting  to 
represent  Indianapolis  and  six  of  the 
regional  centers.  The  delegation  was 
led  by  junior  Clint  Myers. 

The  MSS  also  wants  to  help  assist 
in  the  growth  of  organized  medicine  at 
the  state  level.  We  have  student 
representatives  on  various  ISMA  com 
missions.  This  year  we  also  were  asked 
to  participate  in  an  additional  commis- 
sion, the  commission  on  medical  educa- 
tion. The  medical  student  viewpoint  is 
unique  from  others  in  medicine  and 
could  potentially  provide  alternative 
complementary  ways  to  approach 
situations. 


At  the  annual  ISMA  meeting  Oct. 
21-23,  1988,  the  MSS  received  approval 
to  have  a non-voting  trustee  and  an 
alternate  trustee  represent  the  MSS 
on  the  ISMA  Board  of  Trustees.  These 
students  will  be  elected  to  a one-year 
term  by  the  medical  students  at  their 
annual  meeting.  We  look  forward  to 
the  greater  responsibility  the  students 
have  been  given  by  the  ISMA  House 
of  Delegates  and  the  ISMA  Board  of 
Trustees. 

The  MSS  also  has  continued  to  pro- 
vide service  to  the  community  through 
two  educational  activities.  The  first 
program  is  called  Student-to  Student. 
This  program  provides  medical 
students  the  opportunity  to  visit  high 
school,  junior  high  school  and  elemen- 
tary school  classes  and  talk  about  the 
effects  of  the  use  of  alcohol,  tobacco 
CONTINUED  ON  PAGE  50 
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and  illegal  drugs.  This  program  has  ap- 
proximately 50  volunteer  students  and 
is  under  the  direction  of  senior  Todd 
Rowland  and  freshman  Robin  Zon. 

The  second  program  the  MSS  has 
undertaken  is  the  AIDS  program.  This 
group  is  working  closely  with  the  In- 
diana Department  of  Education’s  Dr. 
Leah  Ingraham  to  develop  a program 
that  will  allow  the  medical  students  to 
discuss  AIDS  with  other  students  to 
provide  accurate  information  about 
AIDS  while  being  sensitive  to  the  emo- 
tional, psychological  and  social  aspects 
of  the  disease.  The  director  of  this  pro- 
gram is  sophomore  Randy  Woods. 

In  order  to  finance  this  growing 
organization,  a plan  was  developed  to 
market  white  lab  jackets  to  the  medical 
students.  The  jackets  will  be  em- 
broidered with  a patch  of  the  Indiana 
University  School  of  Medicine.  This 
project  was  coordinated  by  the  MSS 
treasurer,  sophomore  Chuck  Swanson. 

It  has  been  an  honor  to  represent  the 
MSS  for  this  past  year,  and  I would  like 
to  thank  all  the  medical  students  for 
their  efforts  throughout  the  year. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidmium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows 


* Indications  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows 

"Possibly”  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  ( irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis 

Final  classification  ot  the  less-than-effective  indications  requires  further 
investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidmium  Br 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {.eg,  operating  machinery,  driving) 

1 1 sage  in  l* *regnancif  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 

Withdrawal  symptoms  ot  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence) 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated)  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function  Paradoxical  reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  measures  necessary 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated, 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and  after  treatment,  blood  dvscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  unnary  hesi- 
tancy. constipation  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  ot  chlor- 
diazepoxide, more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise 
addiction-prone  individuals  because  ot  predisposition  to  habituation  and 
dependence. 
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When  it's  brain  versus  bowel, 
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FOR  THE 
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In  irritable  bowel  syndrome,*  intestinal 
-[■  discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Scientific  Exhibit  Winners 


First  Place 

GABA  Neurons  and  Hypertension 


Exhibitors:  Anthony  R.  Zappia,  Bang 
H.  Hwang  and  Zhong  Jing  Yang,  Terre 
Haute  Center  for  Medical  Education. 

Gamma  aminobutyric  acid  (GABA) 
is  a major  inhibitory  neurotransmitter 
in  the  brains  of  mammals  and  has  been 
shown  to  exert  considerable  influence 
in  the  neuronal  control  of  cardio- 
vascular function.  This  study  was 
designed  to  investigate  which  specific 
brain  regions  are  related  to  cardio- 
vascular control. 

Twenty  male  Wistar  rats,  which  had 
undergone  unilateral  nephrectomies, 
received  either  deoxycorticosterone 
acetate  (DOCA)  treatment  for  the  ex 
perimental  group  or  sesame  oil  in  jec- 
tion for  the  control  group,  twice  a week 
for  one  week  or  four  weeks  (4W).  The 
experimental  rats  drank  a 1%  NaCl 
solution  while  the  control  rats  drank 
tap  water.  The  animals  were  process- 
ed for  immunocytochemical  localiza- 
tions of  GABAergic  terminals  using 
antibodies  to  glutamic  acid  decarboxy- 
lase. It  has  been  well  documented  that 
DOCA-NaCl  induces  hypertension  as 
exhibited  by  the  hypertrophied  hearts 
of  the  DOCA-NaCl  animals. 

The  following  structures  were 
studied:  (a)  medial  preoptic  nucleus 
(MPO),  (b)  lateral  septum  (LS),  (c) 
suprachiasmatic  nucleus  (SCN),  (d) 
paraventricular  hypothalamic  nucleus 
(PVN)  and  (e)  nucleus  tractus  solitarius. 

Our  results  show  GABAergic  term 
inal  densities  in  the  MPO,  LS,  SCN  and 
the  area  lateral  to  the  PVN  were 
significantly  increased  in  4W  DOCA 
NaCl  animals,  as  compared  to  4W  con- 
trols. This  study  has  thus  provided  new 
evidence  to  support  the  concept  that 
central  GABAergic  neurons  may  be 
associated  with  the  pathogenesis  of 
salt  induced  hypertension. 
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Second  Place 

An  ti-Bromodeoxy  uridine 
and  DNA  Synthesis 


Exhibitors:  Rosalie  McBride  and  Dr. 
Robert  Bigsby,  Indiana  University 
School  of  Medicine. 

Incorporation  of  tritiated  thymidine 
(3H-TdR)  into  DNA  during  S-phase  of 
the  cell  cycle  can  be  monitored  by 
autoradiography;  this  process  involves 
a three  to  five  week  photographic  ex- 
posure period.  Bromodeoxyuridine 
(BrdU),  a thymidine  analog,  has  been 
used  immunohistochemieally  to  demon 
strate  DNA  synthetic  activity;  this 
technique  requires  one  day  to  immuno- 
histochemically  stain  the  tissue. 

We  performed  experiments  to 
demonstrate  the  validity  of  using  BrdU 
instead  of  3H-TdR  to  determine  endo- 
metrial epithelial  response  to  estrogen 
and  progesterone.  In  mice,  BrdU 
dosage  ranging  from  25  mg/kg  to  200 
mg/kg  gave  consistent  results.  In  the 
use  of  BrdU  in  experiments  in  which 
neonatal  uterine  tissue  was  grafted, 
both  host  and  graft  gave  results  com- 
parable to  those  obtained  by  3H  TdR 
autoradiography.  The  bromodeoxyuri 
dine  method  was  found  to  be  cost  ef- 
fective, but  it  took  six  and  one-half 
hours  more  technician  time.  This  is  a 
reasonable  trade-off  because  results 
are  obtained  in  six  days  using  BrdU, 
compared  to  34  days  using  3H-TdR. 

Thus,  BrdU  is  a valid  alternative  to 
3H  TdR  for  future  experiments  design- 
ed to  examine  the  effects  of  hormones 
on  xenografts  of  normal  human  endo- 
metrium or  endometrial  tumors. 

Third  Place 

Anesthesia  Alters 
Glucuronidation 

Exhibitors:  Drew  R.  Engles  and 
John  B.  Watkins  III,  Indiana  Univer 
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sity  School  of  Medicine,  Bloomington. 

Large,  rapid  decreases  in  hepatic 
UDP-glucuronic  acid  concentrations, 
which  occur  following  exposure  to 
myriad  chemicals,  affect  the  subse- 
quent glucuronidation  of  many  drugs. 
To  elucidate  the  mechanisms  respon 
sible  for  these  severe  changes,  the  ef- 
fect of  anesthesia  on  the  substrates  and 
enzymes  for  the  synthesis  and  degrada- 
tion of  UDP-glucuronic  acid  was  deter- 
mined in  male  and  female  Swiss- 
Webster  mice. 

Inhalation  of  2.5%  enflurane,  3.5% 
halothane,  3.5%  isoflurane  and  3.5% 
sevoflurane  decreased  the  concentra- 
tions of  UDP-glucuronic  acid  by  30% 
to  57%.  UDP-glucose  levels  were 
decreased  by  20%  in  male  mice  expos- 
ed to  enflurane  and  sevoflurane  and  by 
60%  in  female  mice  anesthetized  with 
halothane  and  sevoflurane.  Activities 
of  UDP-glucose  dehydrogenase  (which 
synthesizes  UDP-glucuronic  acid)  and 
UDP-glucuronosyltransferase  (which 
degrades  UDP-glucuronic  acid  during 
drug  conjugation)  were  unaffected  by 
exposure  to  volatile  anesthetics. 
Microsomal  nucleotide  pyrophospha- 
tase activity  (which  degrades  UDP- 
glucuronic  acid)  was  increased  by  47% 
to  65%  in  female  mice  after  inhalation 
of  halothane,  isoflurane  and 
sevoflurane.  Kinetic  studies  indicated 
that  the  Vmax  for  hydrolysis  of 
4 nitrophenol  thymidine  5'  monophos- 
phate  ester  by  nucleotide  pyrophospha- 
tase was  increased  by  55%  to  65%  in 
female  mice  exposed  to  halothane, 
isoflurane  and  sevoflurane,  whereas 
the  Km  for  this  reaction  was 
unchanged. 

Thus,  the  alterations  in  nucleotide 
pyrophosphatase  kinetics  may  be  part- 
ly responsible  for  the  decreased 
hepatic  LJDP-glucuronic  acid  concentra- 
tions observed  in  mice  exposed  to 
volatile  anesthetics.  (Supported  by  the 
American  Diabetes  Association.) 


Resolutions 


RESOLUTION  88-1 

Introduced  by: 

Referred  to: 
ACTION: 


DELEGATE 

APPORTIONMENT 

Harrison-Crawford  County 
Medical  Society,  District  3 
Reference  Committee  2 
Adopted  as  Amended 


RESOLUTION  88-3 

Introduced  by: 

Referred  to: 
ACTION: 


NEGOTIATIONS  COMMITTEE, 
BYLAWS  SECTION  7.1005 
Commission  on  Constitution 
and  Bylaws 

Reference  Committee  2 
Substitute  Resolution  88-1 1A 
Adopted  in  lieu  of  Resolutions 
88-3  and  88-1 1 


Whereas,  Section  3.0205  of  the  ISMA  Constitution 
and  Bylaws  provides  in  pertinent  part  that, 

. . Where  a component  society  is  made  up  of  physi- 
cians of  more  than  one  county,  each  county  shall 
be  entitled  to  at  least  one  delegate  and  one  alter- 
nate delegate  who  shall  be  a resident  of  the  county 
represented  as  a delegate  and  who  shall  be  elected 
by  the  physicians  residing  in  such  county  . . and 
Whereas,  It  is  the  desire  of  Harrison-Crawford 
County  Medical  Society  to  be  allowed,  if  it  so  chooses, 
to  have  both  of  their  county  delegates  come  from  the 
same  county  if  that  is  the  desire  and  vote  of  the 
Society;  therefore  be  it 

RESOLVED,  That  Section  3.0205  be  amended  to 
allow  small  societies  consisting  of  more  than  one 
county  to  have  all  of  their  delegates  from  the  same 
county  if  that  is  the  desire  of  the  majority  of  the 
members  of  each  participating  county,  provided  that 
this  would  not  decrease  the  total  number  of  delegates 
from  the  component  medical  society  and  provided  that 
each  county  of  the  component  medical  society  has  at 
least  one  physician  member. 

RESOLUTION  88-2A  VOLUNTARY  ACCEPTANCE 
OF  MEDICARE  ASSIGNMENT 
Introduced  by:  Lake  County  Medical  Society 

Referred  to:  Reference  Committee  4 

ACTION:  Adopted  Substitute  Resolution 

88-2A  in  lieu  of  Resolutions  88-2 
and  88-22 


RESOLVED,  That  the  ISMA  encourage  all  physi 
cians  in  Indiana  to  voluntarily  accept  assignment  on 
Medicare  patients  when  the  individual  patient  meets 
an  economic  means  test;  and  be  it  further 

RESOLVED,  That  the  Indiana  State  Medical 
Association  Board  of  Trustees  immediately  initiate 
the  necessary  steps  for  implementation  of  a program 
in  the  State  of  Indiana  to  establish  criteria,  recruit 
physician  acceptance,  and  identify  and  document 
Medicare  recipients  who  would  be  eligible  under  the 
criteria  and  would  most  benefit  from  case  by-case  ac- 
ceptance of  assignment. 


RESOLUTION  88-4 

Introduced  by: 

Referred  to: 
ACTION: 


AMENDMENT  OF  SECTION 
3.021102,  ISMA  BYLAWS 
Commission  on  Constitution 
and  Bylaws 

Reference  Committee  2 
Adopted  as  Amended 


Whereas,  The  ISMA  Bylaws  now  specify  that 
Reference  Committee  1 is  organized  for  the  "sole"  pur- 
pose of  studying  the  addresses  of  officers  and  do  not 
allow  the  Speaker  the  latitude  of  making  further 
assignments  to  that  Committee;  and 

Whereas,  The  written  reports  from  officers  are  also 
assigned  to  Reference  Committee  1;  and 

Whereas,  It  would  be  less  cumbersome  for 
Reference  Committee  1 to  include  (if  deemed 
necessary)  in  its  report  to  the  House  specific  recom- 
mendations for  House  action,  rather  than  individual 
resolutions  for  which  each  has  to  be  assigned  a number 
and  presented  to  the  Committee  on  Rules  and  Order 
of  Business  as  a late  resolution,  necessitating  an  extra 
meeting  of  that  Committee:  therefore  be  it 

RESOLVED,  That  Section  3.021102,  Respon 
sibilities  of  Reference  Committees,  be  amended  as 
follows: 

“Four  or  more  reference  committees  designated  by 
numerals  are  hereby  constituted  to  which  all  mat- 
ters shall  be  referred,  at  least  one  of  which  shall 
be  organized  for  the  purpose  of  studying  the  ad- 
dresses and  reports  of  the  President,  President- 
elect, the  report  of  the  Executive  Director,  and 
Chairman  of  the  Board  of  Trustees.  This  commit- 
tee shall  be  expected,  as  it  deems  appropriate,  to 
translate  the  reports  by  these  officers  into  recom 
mendations  for  presentation  to  the  Board  of 
Trustees.” 

RESOLUTION  88-5  DISCREPANCIES  IN  DEFINI- 
TION OF  “OFFICERS” 

Introduced  by:  Commission  on  Constitution 

and  Bylaws 

Referred  to:  Reference  Committee  2 
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CODE:  — - Deletion 

Addition  (underlined) 


ACTION:  Adopted.  (Constitution 

Changes,  First  and  Third 
Resolves,  to  be  published  twice 
in  Indiana  Medicine  and 
brought  back  to  1989  House  of 
Delegates  for  final  vote.) 


Whereas,  the  ISMA  Constitution,  Article  VI,  Of- 
ficers, specifies  that,  “The  general  officers  of  the 
Association  shall  be  a President,  President-elect,  Im- 
mediate Past  President,  Treasurer,  Assistant 
Treasurer,  Speaker,  Vice  Speaker,  Trustees,  and  the 
Executive  Director;”  and 

Whereas,  the  Constitution,  Article  VI,  does  not  in- 
clude Alternate  Trustees:  and 

Whereas,  Bylaws  Section  4.01,  Composition, 
specifies  that  “The  officers  of  this  Association  shall 
be  a President,  President-elect,  Immediate  Past  Presi- 
dent, Treasurer,  Assistant  Treasurer,  Speaker,  Vice 
Speaker,  and  the  Executive  Director;"  and 

Whereas,  Bylaws  Section  4.01  does  not  include 
Trustees  (as  specified  in  Article  VI  of  the  Constitu- 
tion) nor  does  it  include  Alternate  Trustees:  therefore 
be  it 

RESOLVED,  That  Article  VI,  Officers,  of  the  ISMA 
Constitution  be  amended  as  follows: 

“The  general  officers  of  the  Association  shall  be  a 
President,  President-elect,  Immediate  Past  Presi- 
dent, Treasurer,  Assistant  Treasurer,  Speaker,  Vice 
Speaker,  Trustees,  Alternate  Trustees,  and  the  Ex- 
ecutive Director.” 
and  be  it  further 

RESOLVED,  That  Bylaws  Section  4.01,  Composi- 
tion, be  amended  as  follows: 

“The  officers  of  this  Association  shall  be  a Presi- 
dent, President-elect,  Immediate  Past  President, 
Treasurer,  Assistant  Treasurer,  Speaker,  Vice 
Speaker,  Trustees,  Alternate  Trustees,  and  Ex- 
ecutive Director,  each  of  whom  shall  be  a member, 
except  the  Executive  Director,  who  need  not 
necessarily  be  either  a physician  or  a member.” 
and  be  it  further 

RESOLVED,  That  Constitution  Article  V,  House 
of  Delegates,  in  order  to  be  consistent  with  the  above- 
mentioned  Article  VI  and  Section  4.01  be  amended 
as  follows: 

“The  legislative  and  policy-making  body  of  the 
Association  is  the  House  of  Delegates  composed  of 
elected  representatives  and  others  as  provided  in 
the  Bylaws.  The  House  of  Delegates  shall  transact 
all  business  of  the  Association  not  otherwise 
specifically  provided  for  in  the  Constitution  and 


Bylaws  and  shall  elect  the  general  officers  of  the 
Association,  except  Trustees,  Alternate  Trustees, 
and  the  Executive  Director,  as  otherwise  provided 
in  the  Bylaws. 

(Note:  The  House  of  Delegates  may  amend  the  ISMA 
Constitution  at  any  convention  provided  the  proposed 
amendment  shall  have  been  introduced  at  the 
preceding  annual  convention  and  provided  two-thirds 
of  the  voting  members  of  the  House  of  Delegates  vote 
approval  and  provided  that  it  shall  have  been  pub- 
lished twice  during  the  year  in  Indiana  Medicine.) 


RESOLUTION  88-6A  COMMUNICATION/METHODS 
BY  INSURERS 

Introduced  by:  Lake  County  Medical  Society 

Referred  to:  Reference  Committee  4 

ACTION:  Adopted  Resolution  88-6A  in 

lieu  of  Resolutions  88-6  and 
88-26 


RESOLVED,  That  the  ISMA  object  to  statements 
by  insurers  of  appropriateness  of  care,  and  be  it 
further 

RESOLVED,  That  the  ISMA  urge  that  all  such 
statements  by  insurers  and  their  designees  be  clearly 
limited  to  statements  pertaining  to  whether  the  care 
or  service  is  covered  or  not  covered,  and  be  it  further 
RESOLVED,  That  the  ISMA  investigate  whether 
attempts  to  determine  appropriateness  by  third 
parties  constitutes  the  practice  of  medicine  without 
a license,  and  be  it  further 

RESOLVED,  That  the  ISMA  Board  of  Trustees 
refer  this  resolution  to  the  Indiana  State  Insurance 
Commissioner,  to  the  appropriate  insurers,  to  the 
public,  and  direct  a similar  resolution  to  the  AMA 
Delegation. 


RESOLUTION  88-7 


Introduced  by: 

Referred  to: 
ACTION: 


NURSING  HOME  CARE 
(MODIFICATION  OF  RESOLU- 
TION 87-9) 

Commission  on  Medical 
Services 

Reference  Committee  5 
Adopted  as  Amended 


Whereas,  Physicians  have  an  essential  role  in  the 
delivery  of  medical  care  across  the  continuum  of  the 
health  care  system:  and 
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Whereas,  The  care  of  the  chronically  ill  or  frail 
elderly  necessitates  physician  assessment  and  inter- 
vention on  a regular  and  timely  basis,  and  physician 
visits  to  a nursing  home  assure  that  medical  know- 
ledge and  skills  are  incorporated  into  the  care  of 
residents  and  can  provide  knowledge,  education,  and 
psychosocial  support  for  the  patient,  patient’s  family, 
and  other  care  givers;  and 

Whereas,  Given  recent  Medicare  reimbursement 
changes,  the  complexity  and  severity  of  medical  prob- 
lems of  persons  in  nursing  homes  is  increasing  which 
in  turn  increases  the  need  for  physician  involvement; 
and 

Whereas,  The  traditional  ethical  and  legal  commit- 
ment of  physicians  to  patient  care  dictates  that  physi- 
cians assume  direct  and  ongoing  responsibility  for  the 
medical  care  of  nursing  home  patients  — part  of  that 
commitment  being  to  ensure  that  nursing  home 
residents  have  access  to  medical  services  that  are  com- 
parable in  quality  to  those  provided  in  the  community; 
and 

Whereas,  The  chronic  nature  of  most  nursing  home 
residents’  illnesses  requires  ongoing  physician  atten- 
tion to  the  psychological  support  and  education  of  pa- 
tients and  families  as  well  as  the  treatment  of  the 
disease  itself;  and 

Whereas,  Improved  access  will  require  education 
of  physicians  concerning  usual  areas  of  medical  prac- 
tice such  as  the  care  of  acute  episodic  illnesses  and 
monitoring  of  chronic  disease.  It  should  also  include 
participation  in  the  assessment  of  need  for  rehabilita- 
tion or  maintenance  therapy  to  improve  or  maintain 
patient  function  and  the  provision  of  education  and 
psychological  support  for  the  patient’s  family  and 
other  care  givers.  The  physician  should  be  an  active 
member  of  the  team  of  professionals  providing  care 
in  the  nursing  home;  and 

Whereas,  Physicians  providing  medical  direction 
in  nursing  homes  have  a responsibility  to  provide 
leadership  in  developing,  implementing,  and  carrying 
out  policies  and  procedures  concerning  at  least  these 
areas:  organizing  and  allocating  services;  educating 
non-physician  staff  providing  clinical  care;  assuring 
appropriate  use  of  beds  and  resources;  assessing  qual- 
ity of  care;  granting  and  reviewing  privileges  of  physi 
cians  and  non-physician  medical  practitioners;  par- 
ticipating in  care  decisions  that  affect  a person's 
longevity  and  quality  of  life;  therefore  be  it 

RESOLVED,  That  frequency  of  physician  visits  to 
nursing  home  residents  should  be  based  on  the  pa- 
tient’s needs  and  not  specified  on  arbitrary  schedules 
or  time  periods. 

RESOLUTION  88-8  FEDERAL  LEGISLATION  TO 


Introduced  by: 
Referred  to: 
ACTION: 


MONITOR  MEDICARE/ 
MEDICAID 

Lake  County  Medical  Society 
Reference  Committee  4 
Not  Adopted 


Whereas,  Administrative  problems  experienced  by 
practitioners  and  patients  in  dealing  with  Medicare/ 
Medicaid  carriers  are  extreme;  and 

Whereas,  Carriers  are  private  entities  under  con- 
tract to  carry  out  Medicare/Medicaid  carrier  duties; 
and 

Whereas,  Medicare/Medicaid  does  not  directly  pro- 
vide a means  to  patients  and  practitioners  for  resolv- 
ing with  Medicare/Medicaid  any  problems  created  by 
carrier  administrative  practices;  and 

Whereas,  It  is  in  the  interest  of  Medicare/Medicaid 
to  encourage  local  monitoring  of  carrier  practices  to 
assure  responsive  administration;  therefore  be  it 
RESOLVED,  That  ISMA  initiate  and  support  a 
federal  legislative  proposal  allowing  states  to  monitor 
and  to  prescribe  (within  federal  guidelines)  respon- 
sive administrative  practices  for  Medicare/Medicaid 
carriers  serving  patients  and  practitioners  within  the 
State. 


RESOLUTION  88-9 


Introduced  by: 
Referred  to; 
ACTION: 


UNSLOTTED  POSITIONS  FOR 
AMA  DELEGATES  AND 
ALTERNATE  DELEGATES 
ISMA  Board  of  Trustees 
Reference  Committee  1 
Adopted  as  Amended 


Whereas,  Section  3.0208,  “Election  of  Delegates  to 
the  American  Medical  Association,”  does  not  indicate 
that  specific  alternate  delegates  are  matched  with 
specific  delegates;  and 

Whereas,  The  American  Medical  Association’s  Con- 
stitution and  Bylaws  do  not  require  that  states  have 
specific  alternate  delegates  for  specific  AMA 
delegates  nor  do  the  AMA  Bylaws  spell  out  the  state 
election  process  for  AMA  delegates  and  alternates; 
and 

Whereas,  It  is  more  advantageous  for  the  Indiana- 
AMA  Delegation  to  have  flexibility  with  regard  to 
the  election  process  and  the  assignment  of  alternate 
delegates  to  represent  delegates  when  the  occasion 
arises;  therefore  be  it 

RESOLVED,  That  the  ISMA  Constitution  and 
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Bylaws  Section  3.0208  be  amended  to  read  as  follows: 
“Election  of  Delegates  to  the  American  Medical 
Association:  The  House  of  Delegates  shall  elect 
representatives  to  the  House  of  Delegates  of  the 
American  Medical  Association  in  accordance  with 
the  Constitution  and  Bylaws  of  that  body. 

“Upon  expiration  of  an  AMA  Delegate’s  or  Alter 
nate  Delegate’s  term,  election  of  a qualified  member 
shall  be  accomplished  to  fill  each  vacancy  thereby 
created.  Nominations  shall  be  made  for  vacancies 
without  regard  to  the  specific  vacancy,  and  the  can- 
didates with  the  most  votes,  provided  that  a ma- 
jority vote  has  been  obtained,  shall  be  deemed 
elected  to  the  vacancies.  An  AMA  Delegate  and 
Alternate  Delegate  may  succeed  himself  in  office 
or  be  elected  to  fill  any  other  vacancy  in  the  delega- 
tion. The  Alternate  Delegate  positions  are  not 
matched  with  the  Delegate  positions;  therefore  at 
the  direction  of  the  AMA  Delegation,  any  Alter- 
nate can  represent  a Delegate. 

“In  the  event  of  a permanent  vacancy  occurring 
among  the  AMA  Delegates,  the  remaining  elected 
Delegates  and  Alternates  to  the  AMA  shall  meet 
and  nominate  one  of  the  Alternates  to  assume  the 
vacancy  until  the  next  meeting  of  the  Indiana  State 
Medical  Association  House  of  Delegates,  at  which 
time  the  House  will  fill  such  vacancy.  The  nominated 
member  proposed  by  the  AMA  delegation  shall  be 
subject  to  the  confirmation  of  the  Board  of 
Trustees." 

RESOLUTION  88-10  DUES  INCREASE 

Introduced  by:  Executive  Committee 

Referred  to:  Reference  Committee  5 

ACTION:  Adopted  (Roll  Call  Vote) 


1990-  $25 

1991-  $25 

1992-  $25 


RESOLUTION 
88-11 A 


Introduced  by: 
Referred  to: 
ACTION: 


DISSOLUTION  OF  CERTAIN 
ISMA  COMMISSIONS  AND 
COMMITTEES 

Executive  Committee 
Reference  Committee  2 
Substitute  Resolution  88-11A 
Adopted  in  lieu  of  Resolutions 
88-3  and  88-11 


RESOLVED,  That  the  Indiana  State  Medical 
Association  recognizes  the  importance  of  responsive 
and  interactive  leadership  in  matters  of  such  impor- 
tance as  the  reduction  of  drunk  driving,  public  rela- 
tions, negotiations,  and  medical-legal  concerns  by 
elimination  of  the  Medical-Legal,  Reduce  Drunk  Driv- 
ing, and  Negotiations  Committees,  and  the  Commis- 
sion on  Public  Relations  from  the  Bylaws  of  the  In- 
diana State  Medical  Association,  and  by  assignment 
of  these  responsibilities  to  the  Board  of  Trustees, 
thereby  insuring  unfettered  action  on  these  impor- 
tant concerns,  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  review 
the  functions  and  performance  of  all  ISMA  commis- 
sions and  committees  every  two  years  to  determine 
if  they  are  performing  adequately,  effectively,  and  ef- 
ficiently, and  that  the  Board  may  recommend  to  the 
House  of  Delegates  changes  or  dissolution  of  those 
commissions  or  committees  which  do  not  appropriate- 
ly serve  the  purposes  of  the  ISMA. 


Whereas,  ISMA  has  not  had  a dues  increase  since 
1984;  and 

Whereas,  ISMA’s  dues  are  lower  than  any  of  the 
adjacent  midwestern  states;  and 

Whereas,  In  order  to  continue  to  provide  ISMA 
membership  with  expanding  services  and  the 
establishment  of  new  programs  that  the  membership 
desires,  ISMA  must  have  required  financial  resources; 
and 

Whereas,  The  ISMA  Board  of  Trustees  has 
deliberated  on  this  issue  over  the  last  twelve  months; 
therefore  be  it 

RESOLVED,  That  the  ISMA  dues  be  increased  as 
follows: 

1989- $50 


RESOLUTION  88-12  REGULATION  OF  TANNING 
FACILITIES 

Introduced  by:  Section  of  Cutaneous  Medicine 

Referred  to:  Reference  Committee  5 

ACTION:  Adopted  as  Amended 


Whereas,  Harmful  changes  in  the  skin  and  other 
organs  can  occur  because  of  chronic  improper  and 
dangerous  exposure  to  ultraviolet  light  emitted  by 
tanning  parlor  equipment;  and 

Whereas,  Some  of  these  harmful  changes  include 
cataracts,  skin  cancers,  impairment  of  immune 
systems,  premature  aging,  and  photosensitivity  reac- 
tions when  using  perfume,  cosmetics  and  certain 
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drugs,  including  some  antibiotics  and  birth  control 
pills;  and 

Whereas,  Laboratory  findings  of  a recent  FDA 
study  on  long-term  threat  of  skin  damage  and 
neoplasms  from  UVA  exposure  support  the  American 
Academy  of  Dermatology’s  Photobiology  Task  Force 
findings  of  1983,  that  injury  from  UVA  augments  skin 
aging  at  a faster  rate  than  chronological  aging;  and 

Whereas,  The  Section  of  Cutaneous  Medicine  en- 
dorses the  findings  released  by  the  FDA,  warning 
Americans  that  UVA  tanning  booths  and  sunbeds 
pose  potentially  significant  health  risks  to  users  and 
should  be  discouraged;  therefore  be  it 

RESOLVED,  That  the  Section  of  Cutaneous 
Medicine  recommends  the  ISMA  pursue  state  and 
local  legislation  to  require  appropriate  regulatory  and 
oversight  activity,  including  informed  consent  and 
posted  safety  regulation  for  tanning  parlor  facilities 
to  reduce  improper  and  dangerous  exposure  by 
ultraviolet  light  to  our  patients  and  general  public 
consumers. 


RESOLUTION  88-13  ADMINISTRATIVE  CHARGES 
TO  PATIENTS  OR  THIRD- 
PARTY  PROVIDERS 
Introduced  by:  Dyke  Egnatz,  M.D. 

Referred  to;  Reference  Committee  4 

ACTION:  Adopted 


Whereas,  It  is  a fundamental  tenet  of  physicians 
to  treat  patients  regardless  of  their  ability  to  pay;  and 
Whereas,  Many  physicians  are  not  contractual  par- 
ticipants in  third-party  payment  plans;  and 

Whereas,  The  newly  designed  benefit  policies  have 
included  modifiers  and  exclusions  such  as  preadmis- 
sion certification  and  treatment  plan,  second  surgical 
opinion,  length  of  stay  allowances  and  extension  re- 
quirements, which  in  turn  have  created  ill-timed  im 
positions  on  the  physician  and  his  office  staff  with 
these  additional  services  to  the  insurance  carrier;  and 
Whereas,  Such  requirements  offer  further  obstacles 
to  effective  patient  care  with  frequent  busy-signal 
phone  lines,  limited  availability  time  of  reviewers,  fre- 
quent extended  on-hold  telephone  time  in  ranges  of 
10-30  minutes  or  longer;  therefore  be  it 

RESOLVED,  That  ISMA  investigate  the  ap 
propriate  utilization  of  CPT-9  Codes  (99013)  to  iden- 
tify the  option  for  reasonable  charges  in  compensa- 
tion for  these  administrative  services. 

RESOLUTION  88-14  INTERFERENCE  OF  PATIENT 


MONITORING  BY  THIRD- 
PARTY  PRESCRIPTION 
PLANS 

Introduced  by:  Dyke  Egnatz,  M.D. 

Referred  to:  Reference  Committee  4 

ACTION:  Adopted  as  Amended 


Whereas,  The  prescribing  of  legend  drugs  is  an  in- 
tegral part  of  the  physician’s  judgment  and  treatment 
plan;  and 

Whereas,  The  physician’s  selection  of  medication 
includes  many  utilization  factors;  namely,  quantity 
authorized,  dosage  schedule,  cost  of  initial  trial,  risk 
of  overdose,  risk  of  overutilization,  risk  of  illegal 
distribution  or  resale,  patient  response,  patient 
monitoring  and  compliances;  and 

Whereas,  Third-party  prescription  plans  have 
become  interpreted  by  the  patients  as  mandatory  90- 
and  180-day  supplies  which  risk  overconsumption  and 
loss  of  physician  monitoring;  and 

Whereas,  Many  of  these  plans  require  out-of-state 
mail  sources  with  loss  of  revenue  to  Indiana-based 
pharmacies  and  loss  of  quality  control  to  often  man- 
datory generic  substitution;  therefore  be  it 

RESOLVED,  That  ISMA  review  the  impact  upon 
the  quality  of  care  of  insurance  benefit  protocols  which 
necessitate  mandatory  prescribing  of  90-  or  180-day 
supplies  of  drugs  without  regard  to  diagnosis. 

RESOLUTION  88-15  BYLAWS  SECTION  4.0101 
Introduced  by:  Indiana  Delegation  to  the  AMA 

Referred  to:  Reference  Committee  1 

ACTION:  Adopted  as  Amended 


Whereas,  The  members  of  the  Indiana  Delegation 
to  the  AMA  have  been  meeting  more  often  to  discuss 
diverse  matters  of  importance;  and 

Whereas,  Section  4.0101  of  the  Bylaws  defining  ma- 
jor offices  in  the  Indiana  State  Medical  Association 
has  been  carefully  and  fully  reviewed  by  all;  therefore 
be  it 

RESOLVED,  That  Bylaws  Section  4.0101  be 
amended  as  follows: 

“.  . . The  offices  of  President,  President-elect,  Im- 
mediate Past  President,  Treasurer,  Assistant 
Treasurer,  Speaker,  Vice  Speaker,  as  well  as  AMA 
Delegates,  AMA  Alternate  Delegates,  and  ISMA 
Trustees  and  ISMA  Alternate  Trustees  are  major 
offices.  Individuals  may  not  hold  more  than  one  ma- 
jor office  during  a given  term  and  must  resign  from 
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a major  office  if  they  attain  a second,  with  the  ex 
ception  of  the  AMA  Delegates  and  Alternate 
Delegates  who  may  hold  a major  state  office  while 
serving  on  the  Delegation.” 


RESOLUTION 
88-1 6 A 

Introduced  by: 

Referred  to: 
ACTION: 


ILLEGAL  DRUGS  AND 
RELATED  PROBLEMS 
Anil  K.  Sarkar,  M.D.,  Clay 
County  Medical  Society 
Reference  Committee  5 
Adopted  Substitute  Resolution 
88-16A 


RESOLVED,  That  the  ISMA  exert  efforts  to  urge 
the  United  States  Congress  to  pass  appropriate  laws 
relating  to  drug  abuse  and  to  support  rehabilitation 
centers  where  drug  abusers  may  be  treated  with 
anonymity,  dignity  and  compassion. 


RESOLUTION  88-17  MEDICAL  STUDENT  SOCIETY 
REPRESENTATIVES  ON  THE 
ISMA  BOARD  OF  TRUSTEES 
Introduced  by:  Student  Medical  Society 

Referred  to:  Reference  Committee  2 

ACTION:  Adopted  as  Amended 


Whereas,  The  Medical  Student  Society  is  a relative- 
ly new,  chartered  component  of  the  Indiana  State 
Medical  Association;  and 

Whereas,  The  members  of  the  Medical  Student  Sec- 
tion are  in  training  throughout  different  areas  in  the 
State  of  Indiana  and  therefore  do  not  fall  in  the 
category  of  any  one  district;  and 

Whereas,  More  effective  communication  and  in- 
teraction are  desired  between  medical  students  and 
the  leadership  of  the  Indiana  State  Medical  Associa- 
tion; and 

Whereas,  Medical  students  have  concerns  which  are 
potentially  different  from  practicing  physicians; 
therefore  be  it 

RESOLVED,  That  the  Medical  Student  Society 
should  have  a non-voting  Trustee  and  an  Alternate 
Trustee  to  represent  the  Medical  Student  Society  on 
the  Indiana  State  Medical  Association  Board  of 
Trustees,  and  that  the  Student  Trustee  and  Alter- 
nate Trustee  shall  be  elected  by  the  members  of  the 
ISMA  Medical  Student  Society  during  its  annual 
meeting.  The  term  of  office  shall  be  one  year. 


RESOLUTION  88-18 

Introduced  by: 

Referred  to: 
ACTION: 


AIDS  COUNSELING 
DOCUMENTATION 
Ed  Langston,  M.D.,  Chairman 
Commission  on  Legislation 
Reference  Committee  3 
Adopted  as  Amended 


Whereas,  The  Indiana  State  Board  of  Health  is  seek- 
ing to  have  the  Indiana  Medical  Licensing  Board  pro- 
mulgate a rule  to  define  how  pre  and  post  HIV  test 
counseling  is  to  be  provided  in  certain  circumstances; 
and 

Whereas,  Indiana  law  currently  provides  that  when 
certain  crimes  are  committed  that  could  result  in 
epidemiologically  demonstrated  risk  of  HIV  transmis- 
sion, and  if  the  defendant  was  counseled  to  the 
presence  of  HIV  prior  to  the  commission  of  the  crime, 
that  the  court  may  use  this  information  as  an  ag- 
gravating circumstance  for  sentencing  purposes;  and 
Whereas,  The  Indiana  State  Board  of  Health 
believes  that  pre  and  post  HIV  counseling  is  impor- 
tant in  helping  to  reduce  the  likely  incidence  of 
transmission  of  the  HIV;  and 

Whereas,  The  Indiana  State  Board  of  Health  has 
sought  the  support  of  the  ISMA  with  the  proposed 
rule;  therefore  be  it 

RESOLVED,  That  the  ISMA  House  of  Delegates 
oppose  the  promulgation  of  the  proposed  rule  from 
the  Indiana  State  Board  of  Health  and  that  this  op- 
position be  communicated  to  the  Indiana  State  Board 
of  Health. 


PROPOSED  RULE 

INDIANA  STATE  BOARD  OF  HEALTH 
INDIANA  MEDICAL  LICENSING  BOARD 

I.  Communicable  Diseases 
A.  Testing 

1.  The  following  requirements  apply  to 
testing  for  the  diagnosis  of  communicable 
and  dangerous  diseases  as  defined  in  IC 
16-1-9.5  and  the  rules  adopted  thereunder. 
The  requirements  do  not  apply  to  testing 
as  a prerequisite  to  the  use  of  blood  or 
blood  products. 

2.  The  physician  who  orders  the  testing  is 
responsible  for  ensuring  that  the  patient 
either  receives  or  is  offered  counseling 
either  directly  from  the  physician  or  by 
referral  to  an  appropriate  counselor  both 
before  and  after  the  testing.  The  offered 
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counseling  must  occur  in  such  a manner 
that  patients  have  the  opportunity  to  ask 
questions  prior  to  being  tested  and  receive 
specific  answers  when  the  test  results  are 
known.  This  counseling  must  include  the 
recommendation  of  follow  up  testing  if 
such  is  medically  indicated. 

3.  The  patient’s  acceptance  or  rejection  of  a 
physician’s  recommendation  of  counseling 
or  testing  shall  be  noted  on  the  patient’s 
chart  or  medical  record. 

4.  If  the  physician  determines  the  patient  to 
be  unwilling  to  or  incapable  of  receiving 
or  understanding  the  counseling,  the 
physician  shall  make  a notation  in  the  pa- 
tient’s chart  or  medical  record  indicating 
the  patient's  unwillingness  or  inability  and 
the  reason(s)  therefore. 

B.  Reporting 

1.  The  physician  who  orders  the  testing  is 
responsible  for  ensuring  that  all  informa- 
tion required  to  be  reported  concerning 
communicable  and  dangerous  diseases  is 
reported  to  the  Indiana  State  Board  of 
Health  or  to  local  Health  Officers  consis- 
tent with  any  communicable  and 
dangerous  disease  reporting  law. 

C.  Precautions 

1.  The  physician  is  responsible  for  following 
all  appropriate  infection  control  pro- 
cedures, including  universal  precautions, 
as  required  by  law. 


Whereas,  Indiana  law  prohibits  the  sale  and 
distribution  of  tobacco  products  to  minors  (those  per- 
sons younger  than  18  years  old);  and 

Whereas,  Tobacco  products  are  easily  accessible  to 
minors  through  vending  machines  that  dispense 
cigarettes  without  regard  to  the  age  of  the  person 
operating  the  machine;  therefore  be  it 

RESOLVED,  That  the  Department  of  Government 
Relations  of  the  Indiana  State  Medical  Association 
actively  pursue  legislation  that,  if  enacted,  would  pro- 
hibit the  distribution  of  tobacco  products  through 
vending  machines. 


RESOLUTION 

88-20A 

Introduced  by: 


Referred  to: 
ACTION: 


AIDS  POLICY 

Ed  Langston,  M.D.,  Chairman, 
on  behalf  of  the  Commission  on 
Legislation 

Reference  Committee  3 
Adopted  Substitute  Resolution 
88-20A  in  lieu  of  Resolutions 
88-20  and  88-23 


RESOLVED,  That  the  Board  of  Trustees  of  the  In 
diana  State  Medical  Association  develop  a rational 
policy  on  AIDS  based  on  sound  medical  principle;  and 
that  this  policy  be  forwarded  to  the  ISMA  House  of 
Delegates  for  consideration. 


RESOLUTION  88-19  TOBACCO  IN  VENDING 
MACHINES 

Introduced  by:  Ed  Langston,  M.D.,  Chairman, 

on  behalf  of  the  Commission  on 
Legislation 

Referred  to:  Reference  Committee  3 

ACTION:  Adopted 


RESOLUTION  88-21  EXPANSION  OF  MEDICAID 
PRENATAL  CARE  PROGRAM 
Introduced  by:  Ed  Langston,  M.D.,  Chairman, 

on  behalf  of  the  Commission  on 
Legislation 

Referred  to:  Reference  Committee  3 

ACTION:  Adopted  as  Amended 


Whereas,  Scientific  studies  have  provided  sound 
evidence  that  tobacco  use  causes  physical  harm  and 
even  death;  and 

Whereas,  The  U.S.  Surgeon  General  and  the  AMA 
have  called  for  a tobacco-free  society  by  the  year  2000; 
and 

Whereas,  The  members  of  the  Indiana  State 
Medical  Association  are  individually  and  collectively 
committed  to  helping  the  U.S.  Surgeon  General  realize 
the  above-mentioned  goal;  and 


Whereas,  Indiana’s  infant  mortality  rate  is  11.2/1000 
live  births;  and 

Whereas,  In  1984  Indianapolis  had  the  worst  black 
infant  mortality  rate  of  any  major  U.S.  city,  and  In- 
diana ranked  seventh  worst  for  white  infant  mortal- 
ity; and 

Whereas,  Indiana  is  one  of  only  13  states  that  is 
not  expected  to  meet  the  Surgeon  General’s  1990  ob 
jective  for  an  infant  mortality  rate  of  9/1000  live 
births;  and 

Whereas,  The  Institute  of  Medicine  found  that  for 
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every  $1.00  spent  on  prenatal  care,  $3.30  is  saved  in 
the  cost  for  the  care  for  low  birthweight  infants;  and 
Whereas,  The  average  cost  to  “graduate”  a sick  in- 
fant from  a neonatal  intensive  care  unit  is  estimated 
to  be  between  $20,000  and  $100,000  per  infant;  and 
Whereas,  Many  low  birthweight  infants  who  sur 
vive  often  are  afflicted  with  mental  and  physical 
disabilities,  adding  additional  health  care  costs;  and 
Whereas,  The  National  Commission  to  Prevent  In- 
fant Mortality  recommends  that  the  Medicaid  pro- 
gram should  be  expanded  to  cover  all  pregnant  women 
and  infants  who  have  family  incomes  at  or  below  200% 
of  the  federal  poverty  level;  and 

Whereas,  Indiana’s  current  Medicaid  program 
covers  only  those  pregnant  women  whose  family  in- 
comes are  at  50%  of  the  federal  poverty  level; 
therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association: 

(1)  expend  legislative  and  public  relations  efforts 
to  support  expanding  the  Medicaid  program  to 
cover  all  pregnant  women  and  their  infants  who 
have  family  incomes  at  or  below  150%  of  the 
federal  poverty  level;  and 

(2)  support  expanding  the  Medicaid  program  to 
cover  children  ages  1 through  8 who  have  family 
incomes  at  or  below  100%  of  the  poverty  level. 

(3)  encourage  outreach  programs  to  identify  per- 
sons eligible  to  participate,  direct  those  persons 
to  the  prenatal  care  programs,  and  ensure  their 
participation  in  the  programs. 


RESOLUTION  88-22  MEDICARE  ASSISTANCE 
PROGRAM 

Introduced  by:  Marion  County  Medical  Society 

Referred  to:  Reference  Committee  4 

ACTION:  Adopted  Substitute  Resolution 

88-2A  in  lieu  of  Resolutions  88-2 
and  88-22 


Introduced  by: 


Referred  to: 
ACTION: 


CHILDREN,  AGES  0-8,  IN 
STATE  OF  INDIANA 
ISMA  Commission  on  Medical 
Services  Subcommission  to 
Study  the  Department  of 
Education  Proposal  (Frank 
Hieber,  M.D.;  Virginia 
Wagner,  M.D.;  Denise  Ingram, 
M.D.,  M.P.H.;  Phyllis  Lewis, 
I.D.O.E.;  Joan  Murray,  I.D.O.E., 
Betty  Corbitt,  I.D.O.E.) 
Reference  Committee  5 
Adopted  as  Amended 


Whereas,  Many  children  of  low  income  families  tend 
to  be  underserved  by  the  present  healthcare  system 
in  Indiana;  and 

Whereas,  By  the  time  these  children  reach  school 
age,  many  conditions  they  have  developed  cannot  be 
corrected;  and 

Whereas,  The  Department  of  Education  has  tried 
to  identify  and  address  conditions  in  these  children 
so  that  they  may  teach  them  more  effectively;  and 
Whereas,  The  Indiana  State  Board  of  Health  has 
identified  40  counties  in  the  state  where  children  of 
low  income  families  have  limited  access  to  adequate 
health  care;  therefore  be  it 

RESOLVED,  That  ISMA  recognize  and  study  the 
problem  of  healthcare  for  Indiana  children,  ages  0-8. 
If  the  local  healthcare  system  is  inadequate,  attempts 
should  be  made  through  the  county  medical  society 
to  provide  such  care. 

RESOLUTION  88-25  OFFICE  MAGAZINES 

WITHOUT  CIGARETTE  ADS 
Introduced  by:  ISMA  Third  District 

Referred  to:  Reference  Committee  5 

ACTION:  Adopted  as  Amended 


RESOLUTION  88-23  AIDS  TESTING 
Introduced  by:  The  Fort  Wayne  (Allen  County) 

Medical  Society 

Referred  to:  Reference  Committee  3 

ACTION:  Adopted  Substitute  Resolution 

88-20A  in  lieu  of  Resolutions 
88-20  and  88-23 


RESOLUTION  88-24  HEALTHCARE  FOR 


Whereas,  Physicians  are  or  should  be  promoting 
a smoke-free  environment;  and 

Whereas,  Many  magazines  in  our  office  waiting 
rooms  contain  cigarette  ads;  therefore  be  it 

RESOLVED,  That  ISMA  annually,  via  ISMA’s  IN- 
DIANA Medicine,  encourage  physicians  to  substitute 
magazines  without  cigarette  ads  for  magazines  with 
cigarette  ads  and  to  include  in  Indiana  Medicine  a 
list  of  the  former,  and  be  it  further 

RESOLVED,  That  this  resolution  be  submitted  to 
the  AMA  for  its  consideration. 
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RESOLUTION  88-26 


Introduced  by: 
Referred  to: 
ACTION: 


THIRD-PARTY  MEDICAL 
NECESSITY 
DETERMINATIONS 
Grant  County  Medical  Society 
Reference  Committee  4 
Adopted  Resolution  88-6A  in 
lieu  of  Resolutions  88-6  and 
88-26 


RESOLUTION  88-27  PATIENTS’  COMPENSATION 
FUND 


Introduced  by: 
Referred  to: 
ACTION: 


Lake  County  Medical  Society 
Reference  Committee  4 
Adopted  as  Amended 


Whereas,  The  Indiana  Patients  Compensation  Fund 
was  intended  as  a uniform  approach  to  a statewide 
problem;  and 

Whereas,  As  originally  intended,  premiums 
throughout  the  state  of  Indiana  were  to  be  uniform 
for  various  classes  of  practice;  and 

Whereas,  Recent  acts  by  the  Insurance  Commis- 
sioner in  approving  liability  rates  now  allow  different 
geographic  rating  areas;  and 

Whereas,  Overall  premiums  should  be  adjusted  to 
assure  uniform  treatment  of  all  categories  of  a par- 
ticular insurer  among  all  areas  of  the  state;  therefore 
be  it 

RESOLVED,  That  ISMA  support  legislation 
through  modification  of  existing  insurance  codes,  that 
would  permit  the  Insurance  Commissioner  to  establish 
rates  of  contribution  to  the  Patient  Compensation 
Fund  indexed  (related)  to  category  of  participation 
rather  than  basic  insurance  premium. 


RESOLUTION  88-28  TRUTH  IN  INSURANCE  BILL 
Introduced  by:  Bartholomew-Brown  County 

Medical  Society 

Referred  to:  Reference  Committee  2 

ACTION:  Adopted  and  Referred  to  the 

Board  of  Trustees  for  Action 


Whereas,  Many  purchasers  of  medical  insurance  are 
not  fully  informed  about  cost  containment  features 
in  their  insurance  policies;  and 

Whereas,  The  physicians  of  Indiana  support  the 
right  of  their  patients  to  choose  such  policies  after 
full  disclosure  of  limitations  to  coverage;  therefore 
be  it 

RESOLVED,  That  it  is  the  duty  of  any  provider 
of  medical  insurance  in  the  State  of  Indiana  to  fully 
inform  in  clear  language  prospective  purchasers  of 
insurance  limitations  which  may  affect  the  quality  or 
quantity  of  medical  services  provided  under  the  plan. 
Examples  of  such  features  are: 

(1)  Contracts  or  agreements  between  the  insurer 
and  physicians,  hospitals,  pharmacies,  or  other  pro 
viders  of  services  which  limit  or  affect  care  provided 
to  the  patient  either  directly  or  indirectly  by 
limiting  reimbursement  in  any  fashion; 

(2)  Financial  incentives,  withholds,  “gatekeeper”  ar- 
rangements or  other  arrangements  which  may  af- 
fect the  medical  decision-making  process; 

(3)  Agreements  which  limit  free  referral  of  patients 
by  the  patient’s  physician  to  any  other  physician 
or  hospital. 

RESOLUTION  COMMENDATION  FOR  ROSE 

M.  VANCE 

Introduced  by:  St.  Joseph  County  Medical 

Society  and  Thirteenth  District 
ACTION:  Adopted  by  Acclamation 


Whereas,  Mrs.  Rose  M.  Vance  became  Assistant 
Secretary  to  the  St.  Joseph  County  Medical  Society 
in  1969;  and 

Whereas,  Mrs.  Vance  assumed  the  office  of  Ex- 
ecutive Director  of  the  St.  Joseph  County  Medical 
Society  in  1976;  and 

Whereas,  Mrs.  Vance  has  given  many  years  of  ser- 
vice as  Secretary  to  the  Thirteenth  District  Medical 
Society  of  the  Indiana  State  Medical  Association;  and 

Whereas,  Mrs.  Vance  is  retiring  on  December  31, 
1988;  therefore  be  it 

RESOLVED,  That  Mrs.  Rose  M.  Vance  be  com 
mended  and  thanked  for  her  19  1/2  years  of  faithful 
service  to  the  physicians  of  St.  Joseph  County,  to  the 
Thirteenth  District,  and  to  the  Indiana  State  Medical 
Association. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, 13  4 1 tablet  (5  4 mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10 
References: 

1.  A.  Morales  et  at,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p.  176-188. 

McMillan  December  Rev.  1/85 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A Morales  et  al . , The  Journal  of  Urology  128: 

45-47,  1982 
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AVAILABLE  EXCLUSIVELY 

PALISADES 
PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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John  Egli,  M.D.,  Topeka 

Roland  Kohr,  M.D.,  Terre  Haute 

Peter  L.  Winters,  M.D.,  Indianapolis 

Lee  Smith,  M.D.,  South  Bend 

Richard  Pitman,  M.D.,  Columbus 
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<^H  onor 

Last  year  38  physician  members  were  honored  by  the  Indiana  State  Medical 
Association  in  recognition  of  their  50  years  of  service  as  loyal  and  devoted  prac- 
titioners of  medicine.  The  new  members  of  the  Fifty  Year  Club  join  the  roster 
of  nearly  1,300  distinguished  Hoosier  physicians  inducted  into  the  Fifty  Year 
Club  since  its  inception  in  1948. 

The  Indiana  State  Medical  Association  wishes  to  formally  acknowledge  the 
unselfish  service  to  their  patients  and  profession  contributed  by  the  following 
physicians: 


David  L.  Adler,  M.D.,  Bartholomew-Brown  County. 
Richard  P.  Austin,  M.D.,  Lawrence  County. 

Mier  A.  Bizer,  M.D.,  Clark  County. 

Harvey  C.  Boyd,  M.D.,  Vigo  County. 

Robert  R.  Brown,  M.D.,  Vigo  County. 

James  M.  Burk,  M.D.,  Adams  County. 

Leon  H.  Chandler,  M.D.,  Elkhart  County. 
Raymond  L.  Conklin,  M.D.,  Elkhart  County. 
Robert  H.  Denham  Jr.,  M.D.,  St.  Joseph  County. 
William  0.  Denzer,  M.D.,  Vanderburgh  County. 
Jack  L.  Eisaman,  M.D.,  Wells  County. 

Morris  S.  Friedman,  M.D.,  St.  Joseph  County. 
William  S.  Garner,  M.D.,  Marion  County. 

John  C.  Glackman,  M.D.,  Spencer  County. 

Wayne  E.  Hardin,  M.D.,  Wells  County. 

Byron  W.  Kilgore,  M.D.,  Fort  Wayne-Alien  County. 
Dorothy  M.  Kreitl,  M.D.,  Wayne  County. 

Donald  S.  Ladig,  M.D.,  Fort  Wayne-Alien  County. 
Edward  C.  Lidikay,  M.D.,  Marion  County. 

John  R.  Lionberger,  M.D.,  St.  Joseph  County. 


William  B.  Lybrook,  M.D.,  Marion  County. 

Fred  E.  Mills,  M.D.,  Vanderburgh  County. 
Donald  F.  Moore,  M.D.,  Marion  County. 

Richard  M.  Nay,  M.D.,  Marion  County. 

Howard  F.  Polley,  M.D.,  Owen  Monroe  County. 
Norman  F.  Richard,  M.D.,  Steuben  County. 

Paul  W.  Runge,  M.D.,  Wayne  County. 

Herbert  E.  Salsburg,  M.D.,  LaPorte  County. 
Charles  F.  Seaman,  M.D.,  Marion  County. 
Frances  G.  Sheehan,  M.D.,  Marion  County. 
Crystal  R.  Slick,  M.D.,  Randolph  County. 
Herschel  S.  Smith,  M.D.,  Owen-Monroe  County. 
William  D.  Snively,  M.D.,  Vanderburgh  County. 
Harold  E.  Stadler,  M.D.,  Marion  County. 

Richard  C.  Stauffer,  M.D.,  Fort  Wayne-Alien 
County. 

Joseph  E.  Tether,  M.D.,  Marion  County. 

Morris  E.  Thomas,  M.D.,  Marion  County. 

Roscoe  S.  Yegerlehner,  M.D.,  Tippecanoe  County. 


New  members  of  the  ISMA  Fifty  Year  Club  who  attended  a reception  in  their  honor  are  Dr.  Herschel  S.  Smith,  Dr.  Byron 
W.  Kilgore,  Dr.  Wayne  E.  Hardin,  Dr.  Donald  S.  Ladig,  Dr.  C.R.  Slick,  Dr.  W.  Stanley  Garner,  Dr.  Norman  F.  Richard, 
Dr.  Robert  R.  Brown,  Dr.  Francis  G.  Sheehan  and  Dr.  H.  Clark  Boyd. 
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The  General  Internist:  Is  He  the  Gatekeeper 
of  the  Medical  Care  System  or  the  Doormat? 

Letter  to  the  Editor 


CAN  we  TALK?  May  I vent  my 
spleen?  May  I unload  my  venom 
sac?  May  I ventilate  a little 
hostility?  May  I give  you  a little 
insight? 

The  general  internist  has  been 
named  one  of  the  gatekeepers  of  the 
health  care  system  in  America.  I main- 
tain that  this  concept  has  been  frac- 
tured, fragmented  and  circumvented. 
The  general  internist  has  not  become 
the  gatekeeper  or  the  doorman  of  the 
health  care  system;  he  is  just  the 
doormat. 

Some  patients  have  become  their 
own  gatekeepers  — flitting  like  hum- 
mingbirds from  specialist  to  specialist, 
receiving  advice  on  some  tiny  fragment 
of  their  bodies,  and  then  trying  to  cor- 
relate all  the  data  to  make  some  grand 
general  program  for  advising  them- 
selves about  their  health. 

Other  patients  are  getting  advice  or 
being  tested  at  malls,  airports,  fairs, 
schools  and  lobbies.  This  type  of 
medicine  has  been  called  boutique 
medicine:  a cholesterol  here,  a blood 
pressure  there,  a blood  sugar  over 
there,  a stool  check  across  the  way,  a 
walk  in  xero-mammogram  station,  a 
walk  in  dual-photon  bone  densitometer, 
a tuberculin  test  done  on  request,  a 
blood  pressure  reading  done  in  the 
front  window  of  a drug  store.  Maybe 
next  year  we  will  have  a pap  smear 
done  in  a phone  booth,  a rectal  exam 
done  in  a toilet  stall  and  perhaps  a 
short  arm  inspection  in  a bank  vault. 

Also  scattered  here  and  there  in  the 
countryside  are  walk-in  free-standing 
“doc  in  the  box”  offices.  Here  one  is 
subjected  to  momentary  care  or  brief 
encounter  care,  with  no  correlation  of 


historical  data  or  in-depth  evaluation 
and  often  without  a transfer  of  record- 
keeping to  anyone  else. 

Then  some  people  go  to  “one-shot- 
charlie,”  multiphasic  clinics  that  try  to 
give  some  unified  advice  based  on  some 
history,  physical  and  lab  evaluation. 
Unfortunately,  because  of  the  isolated 
and  fragmented  care  the  patient  may 
have  received,  past  data  are  not 
available  for  such  a clinic  to  use  in 
evaluating  problems,  particularly  prob- 
lems that  come  and  go.  And  with  in- 
adequate background  data,  the  multi- 
phasic clinic  may  arrive  at  erroneous 
conclusions. 

Also,  we  see  patients  checked  by 
those  who  propose  to  carry  out  a 
unified  evaluation.  They  may  call 
themselves  a wellness  clinic.  They  may 
be  an  executive  physical  group  or  a 
company  physical  group.  During  these 
types  of  examinations,  the  patient  is 
often  less  than  honest  and  may  even 
cover  up  information  that  he  or  she 
feels  might  be  embarrassing  or 
detrimental  to  public  image  or 
promotion. 

Many  experts  say  that  a good  and 
proper  history  will  generate  84%  of 
the  diagnoses  of  importance.  And  a 
history  is  still  an  art  form  — a personal 
one-to-one  communication  requiring 
mutual  confidence  of  the  doctor  and  the 
patient,  under  proper  relaxed  condi- 
tions. A good  physician  will  understand 
a patient’s  problems  much  better  if  the 
physician  carries  this  out  himself  or 
herself.  Then  experts  say  that  8% 
more  of  diagnoses  are  generated  by  the 
physical  exam  and  the  final  8%  by  all 
laboratory  and  x-ray  testing.  Many  of 
the  fragmentary  or  momentary  care 


boutique  medicine  systems  are  not 
aware  of  these  percentages.  They 
believe  in  testing  only. 

I maintain  that  many  patients  today 
are  being  shopping-mailed,  health- 
faired,  boutiqued,  wellness  cliniced, 
executive-physicaled  into  a false  sense 
of  security  or  into  tangential  pieces  of 
advice  that  are  not  important. 

On  the  other  hand,  the  gatekeepers 
of  the  medical  care  system  are  paid 
trifles  for  a major  cognitive  service. 
We  may  get  $25  for  an  office  visit, 
which  gives  the  patient  and  the  doctor 
an  insight  into  important  treatment  of 
an  important  disease.  On  the  other 
hand,  some  medical  specialist  will  get 
a few  hundred  dollars  for  spending  the 
same  period  of  time  doing  some  mecha- 
nical test  that  has  little  benefit.  In 
other  words,  if  the  doctor  uses  his  or 
her  brain,  which  is  the  greatest  com- 
puter ever  made,  and  also  uses  his  or 
her  eyes,  ears  and  hands,  the  doctor 
is  paid  a bowl  of  pottage.  On  the  other 
hand,  if  the  doctor  uses  a blade,  a pipe, 
a hose  or  a device  with  wires,  medical 
insurance  systems  will  spit  golden 
coins  like  a Las  Vegas  jackpot. 

Yes,  the  medical  insurance  reim- 
bursement system  has  been  penny- 
wise and  pound-foolish.  The  system  has 
been  stingy  in  providing  reimburse- 
ment for  office  visits  — and  profligate 
and  extravagant  if  it  comes  to  the  use 
of  any  tool  or  device.  I can  give  you 
firsthand  history  that  in  the  1940s,  the 
medical  and  surgical  specialists  of 
America  did  their  best  to  prevent  the 
introduction  of  Blue  Cross  and  other 
private  medical  insurance  into  the 
United  States.  They  said  it  was  the 
first  step  on  the  road  to  socialism  and 
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communism  and  a totalitarian  state. 
And,  20  some  years  ago,  these  same 
medical  and  surgical  specialists  cried 
bitter  tears  that  Medicare  was  a 
vicious  communist  plot  that  should  be 
resisted.  But,  these  same  specialists 
have  found  that  the  private  medical  in- 
surance and  Medicare  reimbursements 
made  them  millionaires. 

The  gatekeepers  of  the  medical  care 
system  have  to  complete  a medical  in- 
surance or  Medicare  form  for  a $4  urine 
test  or  a $25  office  call  that  is  of  the 
same  complexity  as  a form  completed 
by  an  orthopedic  surgeon  for  a $3,000 
hip  replacement  or  by  a cardiac 
surgeon  for  a $5,000  coronary  bypass! 

Yes,  gatekeepers  are  permitted  to 
take  care  of  most  of  the  off-work  or 
disability  forms  the  patient  needs.  We 
also  are  allowed  to  make  the 


statements  excusing  patients  from  jury 
duty  or  granting  them  disabled  park- 
ing spots.  We  are  also  asked  to  phone 
dozens  of  prescriptions  every  day,  as 
a convenience  to  our  patients.  Some  of 
our  patients  drop  by  and  permit  us  to 
write  three  to  10  prescriptions  at  one 
time  so  that  they  can  mail  them  away 
and  save  money  rather  than  have  local 
prescriptions  refilled  by  phone.  Several 
times,  I have  had  patients  who  said 
they  had  seen  another  specialist  but 
wanted  me  to  write  or  call  the  prescrip- 
tion that  the  specialist  recommended. 

I think  this  designation  of  the 
general  internist  as  the  gatekeeper  is 
often  happily  tendered  to  us  by  other 
medical  and  surgical  specialists  who 
say  to  themselves,  “good  riddance!” 
Many  pay  lip  service  to  the  general  in 
ternist  as  the  backbone  of  the  medical 


care  system,  but  I think  we  are  really 
the  boneheads  of  the  system. 

Demographic  data  in  the  past  have 
suggested  the  need  for  more  general 
internists,  but  the  system  is  discourag- 
ing it.  In  the  Sept.  29  New  England 
Journal  of  Medicine  comes  the  Hsiao 
plan,  which  some  say  will  raise  the  fees 
of  the  general  internist  and  drop  those 
of  some  specialists.  I don’t  plan  to  hold 
my  breath  until  this  millenium  arrives! 

I say  there  is  a place  in  the  field  of 
medicine  for  a caring  internist  who 
keeps  excellent  records,  evaluates  his 
patients  in  depth  and  follows  them  over 
decades  of  time,  producing  continuity 
of  care,  and  combines  this  with 
courtesy  and  diplomacy.  I say  there  is 
a place  for  a gatekeeper  in  the  medical 
care  system  but  not  a doormat.  — Philip 
Ball,  M.D.,  Muncie. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 
Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  - CURRENT 


Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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WILLIAM  M.  DUGAN,  JR.,  M.D.,  I 


The  national  cancer  institute 
(NCI)  offers  a publications  list 
for  health  professionals.  All  NCI 
publications  are  available  free  of 
charge.  Orders  for  publications  are 
limited  to  three  copies  per  title  unless 
otherwise  restricted.  Because  federal 
government  publications  are  not  sub 
ject  to  copyright  restrictions,  you  may 
photocopy  as  many  as  you  wish.  The 
following  publications  are  now 
available: 

Anatomy  Pad,  limited  to  two  per 
order,  is  a tear-off  pad  for  physicians 
that  includes  front  and  side  pictures  of 
the  breast.  It  is  designed  to  teach  the 
patient  about  the  location  and  size  of 
the  lump.  Each  pad  contains  25  sheets. 

A nticancer  Drug  Information  Sheets 
in  Spanish/English  were  developed  for 
Spanish-speaking  cancer  patients.  Each 
sheet  provides  information  about  side 
effects,  proper  usage  and  precautions. 

The  Breast  Cancer  Digest:  A Guide 
to  Medical  Care,  Emotional  Support, 
Educational  Programs  and  Resources 
is  a manual  that  was  written  for  all 
members  of  the  breast  cancer  health 
care  team.  The  212-page  manual  covers 
the  medical  and  psychosocial  aspects 
of  breast  cancer,  including  detection, 
diagnosis,  treatment,  rehabilitation 
and  breast  reconstruction. 

The  third  edition  of  Cancer  Rates 
and  Risks  is  a compact  guide  to 
statistics,  risk  factors  and  risks  for  ma- 
jor cancer  sites.  This  136-page  book  in- 
cludes charts,  graphs  showing  in- 
cidence and  a mortality  section  on  the 
costs  of  cancer. 


66  Indiana  MEDiciNE/January  1989 


ndianapolis 


Irradiation-Related  Thyroid  Cancer 
is  an  informational  27-page  booklet  for 
physicians  that  provides  guidelines  for 
detection,  diagnosis,  treatment  and 
follow-up  of  radiation-related  thyroid 
cancer. 

Coping  With  Cancer— A Resource  for 
the  Health  Professional  is  a complete 
reference  on  the  psychological  and 
social  aspects  of  cancer.  This  book  sum- 
marizes the  issues  faced  by  cancer  pa- 
tients and  their  families  and  provides 
practical  guidelines  for  care  givers  who 
respond  to  patients’  and  families’ 
needs.  The  145-page  reference  also 
describes  support  programs  that  are 
available  throughout  the  country. 

Diet,  Nutrition  & Cancer  Prevention: 
A Guide  to  Food  Choices  provides  in 
formation  about  foods  that  contain 
fiber,  fat  and  vitamins  that  may  affect 
a person’s  risk  of  getting  certain 
cancers.  It  contains  39  pages. 

The  National  Cancer  Institute  Fact 
Book  presents  general  information 
about  the  National  Cancer  Institute,  in- 
cluding budget  data,  grants,  contracts 
and  historical  data. 

Prenatal  Diethylstilbestrol  (DES)  Ex- 
posure: Recommendations  of  the 
DiethylstilbestrolrAdenosis  (Desad)  Pro- 
ject for  the  Identification  and  Manage- 
ment of  Exposed  Individuals  is  a 
31-page  booklet  that  provides  informa- 
tion on  the  health  status  of  DES- 
exposed  people,  identification  methods 
and  plans  for  continuing  examination 
and  management. 

Understanding  the  Immune  System  is 
a pamphlet  describing  the  complex  net- 
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work  of  specialized  cells  and  organs 
that  fight  off  disease  caused  by  in 
vading  agents,  such  as  bacteria  and 
viruses,  and  how  it  sometimes  malfunc- 
tions, resulting  in  a variety  of  diseases 
from  allergies  to  arthritis  to  cancer. 
The  22-page  pamphlet  was  developed 
by  the  National  Institute  of  Allergy 
and  Infectious  Disease  and  printed  by 
the  National  Cancer  Institute. 

Adult  Patient  Education  in  Cancer 
is  a reprint  that  examines  education  for 
cancer  patients  and  identifies  the 
special  educational  needs  of  cancer  pa- 
tients. The  54-page  book  also  discusses 
how  to  plan  and  evaluate  the  programs 
and  activities  used  to  meet  the  needs 
of  cancer  patients. 

A Guide  for  Developing  Public  Educa- 
tion Programs  on  Breast  Cancer  is  a 
27-page  booklet  designed  to  provide 
direction  for  developing  public  infor- 
mation and  educational  materials  and 
programs  about  breast  cancer.  It  sum- 
marizes the  most  recent  data  available 
on  public  knowledge,  attitudes  and 
behavior  related  to  breast  cancer.  It  ad- 
dresses the  implications  of  these  data 
for  public  information  program  plan- 
ning and  provides  recommendations 
for  program  objectives,  target  au 
diences  and  communication  strategies. 

To  order  a publication,  write  to 
Publications  Order,  Office  of  Cancer 
Communications,  National  Cancer  In- 
stitute, Building  31,  Room  10A24, 
Bethesda,  Md.  20892  or  call  1-800-4- 
CANCER.  Allow  four  to  six  weeks  for 
delivery. 


'A  baa  bjh^bjb 
nun  navfi 


PHYSICIAN 

SPECIALISTS. 


The  Air  Force  can  make  you  an  attractive 
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THE  ISMA  AUXILIARY  has  devel- 
oped a program  to  help  first-year 
medical  students  understand  and 
prepare  for  a career  in  medicine  by 
talking  to  and  spending  time  with 
established  physicians.  The  goal  of  this 
student-physician  family  mentor  pro- 
gram is  to  provide  friendship,  hospital- 
ity and  support  to  the  new  members 
of  the  medical  family. 

Auxiliary  president  Ann  Wrenn  says 
the  auxiliary  has  always  operated  as 
a support  group  but  often  missed  the 
medical  student.  By  providing  insight 
about  the  medical  profession  and  show- 
ing support  to  the  newest  members  of 
the  medical  society,  students  are  in 
troduced  to  organized  medicine  in  a 
positive  way,  Wrenn  said. 

The  pilot  program,  headed  by  Susan 
Graffis,  includes  students  from  all  nine 
regional  medical  school  campuses.  Cur 
rently,  110  students  have  expressed  an 


Ann  Wrenn,  Bloomington 
ISMA  Auxiliary  President  1988-89 


interest  in  the  program. 

The  auxiliary  is  looking  for  physician 
families  in  the  regional  medical  school 
campus  communities  to  “adopt”  a 
medical  student.  Families  should  be 
willing  to  invite  the  student  at  least 
three  times  a year  to  join  them  in  a 


meal  or  attend  an  athletic  or  cultural 
event.. Any  activity  that  provides  an 
opport  unity  for  interaction  and  discus- 
sion is  encouraged. 

For  more  information  about  this  pro- 
gram or  if  you  would  like  to  participate, 
contact  Susan  Graffis  at  (317)  283-3888. 


INDIANA  STATE  MEDICAL  ASSOCIATION  AUXILIARY 
Executive  Committee — 1988-1989 


President  Ann  Wrenn,  Bloomington 

President-elect Lura  Stone,  Ligonier 

1st  Vice  President  C.  Rodney  Ashley,  Marion 
Immed.  Past  President  Anne  Throop,  Indianapolis 

Treasurer Sue  Greenlee,  Kendallville 

Editor  (“Pulse”)  Suzanne  Miller,  Bluffton 

Recording  Secretary  Rosemary  Moe,  Indianapolis 
Finance  Secretary  Marge  Smith,  Fort  Wayne 
Area  Vice-Presidents 

Northern Trudy  Urgena,  Marion 

Central  Andrea  Kuipers,  West  Lafayette 

Southern  Kay  Enderle,  Terre  Haute 
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Your  ISMA  Auxiliary  is  responding  to  the  AMA's  White  Paper  Report 
by  working  statewide  with  projects  and  programs  which  are 
impacting  on  the  health  problems  of  adolescents: 


The  challenge  is  great  and  the  auxiliary  can  use  all  the  help  it  tan  muster 


ENCOURAGE  YOUR  SPOUSE 
TO  BE  ACTIVE  IN  AUXILIARY  ! 


Contact: 

Ann  Wrenn 
ISMA  A President 
891  Woodscrest  Drive 
Bloomington.  IN  47401 
(8121  334-1876 


TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AM  A CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CMK  Division,  BR  loti,  122b  YV.  Michigan  St.,  Indianapolis  lt>223. 


Pulmonary  Hypertension 

CONTINUED  FROM  PAGES  13-17 


1.  Which  of  the  following  is  associated 
with  the  neonate's  transition  from  a 
fetal  circulation  to  a postnatal 
circulation? 

a.  placental  separation 

b.  mechanical  distention  of  the 
pulmonary  vasculature 

c.  increased  oxygen  content  within 
the  pulmonary  arteries 

d.  closure  of  the  foramen  ovale 

e.  closure  of  the  ductus  arteriosus 

f.  all  of  the  above 

2.  Which  of  the  following  is  the  principal 
pathophysiologic  mechanism  for  per 
sistent  pulmonary  hypertension? 

a.  persistently  low  systemic  vascular 
resistance 

b.  patent  ductus  arteriosus 

c.  hypoxemia 

d.  persistent  elevation  in  pulmonary 
vascular  resistance 

3.  Which  of  the  following  factors  are 

associated  with  a decrease  in  pulmon 
ary  vascular  resistance?  7. 

a.  alveolar  atelectasis 

b.  alveolar  ventilation 


c.  hypercarbia 

d.  alkalosis 

4.  Persistent  pulmonary  hypertension  of 
the  neonate  is  not  associated  with 
other  clinical  illnesses  during  the 
neonatal  period. 

a.  true 

b.  false 

5.  Persistent  pulmonary  hypertension 
may  be  associated  with  which  of  the 
following? 

a.  vasoreactive  pulmonary  vascula 
ture 

b.  pulmonary  vascular  hypoplasia 

c.  excessive  pulmonary  blood  flow 

d.  all  of  the  above 

6.  Which  of  the  following  is  the  hallmark 
of  persistent  pulmonary  hypertension 
in  the  neonate? 

a.  cyanosis 

b.  tachypnea 

c.  pallor 

d.  oxygen  lability 

Which  of  the  following  tests  is  rarely 
utilized  to  make  a diagnosis  of  persis 
tent  pulmonary  hypertension? 


a.  hyperoxia  test 

b.  simultaneous  preductal  and  post 
ductal  arterial  blood  gases 

c.  hyperoxia  hyperventilation  test 

d.  echocardiogram 

e.  cardiac  catheterization 

8.  A 3.5  kg  male  infant  is  delivered 
through  meconium-stained  amniotic 
fluid  at  42  weeks  gestation.  The 
nasopharynx,  nares  and  trachea  are 
suctioned  for  scant  amounts  of 
meconium-stained  fluid.  The  infant  is 
cyanotic  and  mildly  tachypneic.  What 
would  you  do  first? 

a.  Perform  preductal  and  postductal 
arterial  blood  gases. 

b.  Provide  oxygen. 

c.  Perform  a chest  x-ray. 

d.  Check  for  hip  dislocation. 

9.  Which  one  of  the  following  is  not 
typically  found  in  neonates  surviving 
severe  persistent  pulmonary  hyper 
tension? 

a.  bronchopulmonary  dysplasia 

b.  neurosensory  hearing  loss 

c.  retinopathy  of  prematurity 

d.  seizures 

e.  abnormal  neurodevelopmental 
exam 

10.  Neonatal  stress  factors  associated  with 
persistent  pulmonary  hypertension  in 
elude  which  of  the  following? 

a.  hypertension 

b.  hyperviscosity 

c.  hypercalcemia 

d.  acidemia 


Following  are  the  answers  to  the  CME  quiz  that  ap 
peared  in  the  December  1988  issue:  “Epidural 

DECEMBER  Abscess:  A Review." 

cme  quiz  i n 5:  ? 

Answers  c |j 

5.  c 10.  c 


Answer  sheet  for  Quiz:  (Pulmonary  Hypertension) 


1.  a b c d e f 

2.  a b c d 

3.  a b c d 

4.  a b 

5.  a b c d 


6.  a b c d 

7.  a b c d e 

8.  a b c d 

9.  a b c d e 

10.  a b c d 


Name  (please  print  or  type) 


Address 


I wish  to  apply  for  one  hour  of  category  1 AM  A Continuing 
Medical  Education  credit  through  the  I.U.  School  of 
Medicine.  I have  read  the  article  and  answered  the  quiz 
on  the  answer  sheet  above.  I understand  that  my  answer 
sheet  will  be  graded  confidentially,  at  no  cost  to  me,  and 
that  notification  of  my  successful  completion  of  the  quiz 
(80%  of  the  questions  answered  correctly)  will  be  directed 
to  me  for  my  application  for  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  I also  under 
stand  that  if  I do  not  answer  80%  of  the  questions  correctly 
I will  not  be  advised  of  my  score  but  the  answers  will  be 
published  in  the  next  issue  of  INDIANA  Medicine. 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month's  quiz,  send  your  completed, 
signed  application  before  Feb.  10,  1989,  to  the  address  ap- 
pearing at  the  top  of  this  page. 
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PH  YSICIA  NS  ’ DIR  EC  TOR  Y 


CARDIOLOGY 

DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 
JAMES  W.  VAN  TASSEL,  M.D. 
JANE  HOWARD,  M.D. 


DENNIS  K.  DSCKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 
CHARLES  M.  ORR,  M.D. 
JAMES  H.  ADLAM,  M.D, 


MICHAEL  BOURNIQUE,  M.D. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 
PERCUTANEOUS  VALVULOPLASTY 


ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  400 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  871-6666 
(TOLL-FREE)  800-732-1482 
(TOLL-FREE)  800-CHD-PTCA 

(NATIONAL  TOLL-FREE)  1 -800-CAD-PTCA 

DAY  OR  NIGHT 
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PH  YSICIA  NS  ’ DIRECTOR  Y 


CARDIOLOGY 


INDIANA  HEART  PHYSICIANS,  INC. 

St.  Francis  Medical  Arts  Building 

H.O  Hickman,  Jr.,  MD,  FACC 

Cardiology  and  Cardiac  Catheterization 

1500  Albany  Street 

Thomas  M Mueller,  MD.FACC 

Coronary  Angioplasty 

Suite  1010 

J.  Douglas  Graham,  MD,  FACC 

Balloon  Valvuloplasty 

Beech  Grove  IN  46107 

Kathleen  H.  Flohr,  PhD,  MD,  FACC 

Electrophysiology 

With  additional  offices  located  in  the 

Jeffery  L.  Christie,  MD 

Permanent  Pacemaker  Implantation 

tndianapolis-Greenwood  area  and  Columbus 

Nuclear  Cardiology 

David  J Hamilton,  MD 

Doppler  and  Echocardiography 

Indianapolis-Greenwood 

Stephen  H.  Kliman,  MD,  FACC 

Exercise  Stress  Testing 

(317) 783-8800 

Holler  Monitoring 

(800)  992-2081  (Indiana  Only) 

ECG  Event  Monitoring 

Columbus: 

Pacemaker  Surveillance 

(812)  379-2020 

Stress  Echocardiography 

(800)  537-9587  (Indiana  Only) 

Noninvasive  Peripheral  Vascular  Evaluation 

INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  John  A.  Azevedo,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
DOPPLER  AND  ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  tt  1 00 

Indianapolis,  Indiana  4621  9 

(31  7)  359  3501  PHYSICIAN  REFERRAL  ONLY 


7250  Clearvista  Drive 
Suite  # 227 

Indianapolis,  Indiana  46256 
(317)  841  5385 
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PHYSICIANS'  DIRECTORY 


CARDIOLOGY 


FORT  WAYNE 

OVRPIOIOGY 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 


Fred  Doloresco,  M.D.,  F.A.C.C 
John  F.  Phillips,  M.D.,  F.A.C.C. 
Patrick  J.  Daley,  M.D.,  F.A.C.C 
William  W.  Wilson,  M.D. 


are  pleased  to  announce  the  association  of 
James  J.  Fieger,  M.D.,  F.A.C.C. 
for  the  practice  of  cardiology. 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)  482-4865 
1-800-637-6505  (Indiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois) 
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PH  YSICIA  NS'  DIR  EC  TOR  Y 


ORTHOPEDIC  SURGERY 


FRACTURE  CARE/TRAUMA 
SPORTS  MEDICINE 
ARTHROSCOPIC  SURGERY 
JOINT  RECONSTRUCTION 
SCOLIOSIS 
SPINAL  SURGERY 
SHOULDER  SURGERY 
HAND  SURGERY 
FOOT  SURGERY 
PEDIATRIC  ORTHOPAEDICS 
ADULT  ORTHOPAEDICS 


TOLL  FREE  IN  INDIANA  (800)  223-3381 

DONALD  S.  BLACKWELL,  M.D. 
F.R  BRUECKMANN,  M.D.,  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 
WILLIAM  O.  IRVINE,  M.D. 
JOSEPH  C.  RANDOLPH,  M.D. 
DONALD  E.  RUSSELL,  M.D. 

MARK  R.  STEVENS,  M.D. 
TERRY  R.  TRAMMELL,  M.D. 
ANDREW  J.  VICAR,  M.D. 
VINCENT  L.  FRAGOMENI,  M.D. 
JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 
SANFORD  S.  KUNKEL,  M.D. 
DAVID  A FISHER,  M.D. 
HENRY  G.  STEIN,  M.D.,  F.A.C.S. 

Orthopaedic  Surgeons 


MAIN  OFFICE 

1801  N.  Senate  Blvd. 
Suite  200 


Appointment  Scheduling  924-2778 


WESTLAKE 

805  Beachway  Dr. 


DANVILLE 

252  Meadow  Dr. 


Major  Credit  Cards  Accepted 
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PH  YSICIA  NS ' DIREC  TOR  Y 


CLINICAL,  ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-W  inkier 

5940  West  Raymond  Street  •Indianapolis,  Indiana  46241 

TOXICOLOGY 

Free  Courier  Service 

MICROBIOLOGY 

PROUDLY 

Assignment  Accepted: 

SERVING 

Medicare  / Medicaid 
1st  Care-Maxicare 

CHEMISTRY 

INDIANA 

BC/BS  VIP  and  PCI 

SINCE 

Programs-HealthPlus 

HEMATOLOGY 

1947 

24  Hour  Pathology 
Consultation 

HISTOLOGY 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  317/248-2448 

"Here  Today  To  Serve  You  Tomorrow" 

CRITICAL  CARE 

PULMONARY  DISEASE 

M Methodist 

Mtt  | CRITICAL  CARE 

■ ■ iiOSpiL3.1(^iN[TANAiNL  MEDICINE 

RICHARD  E.  BRASHEAR,  M.D.,  F.A.C.P. 

Specialists  in  the  care  of 

Pulmonary  Disease 

critically  ill  or  injured  patients 

St  Vincent  Professional  Building 

David  Powner,  M D , FC  C P 

8402  Harcourt  Road,  Suite  815 

Michael  Buran,  M D Regis  Lagler,  M D 

Indianapolis,  Indiana  46260 

Stephen  Olvey,  M D Daniel  J Polacek,  M D 

(317)  871-6200 

1701  North  Senate  Boulevard 

Indianapolis,  IN  46202  (317)  929-5293 
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PHYSICIANS'  DIRECTORY 


CLINICAL,  ANATOMIC  PATHOLOGY 


CENTRAL  INDIANA 
PATHOLOGY  LABORATORIES.  INC. 


Edwin  E.  Pontius,  M.D.,  F C.A.P. 

Director 

Mary  L.  Forster,  M.D.,  F. C.A.P. 

Co-Director 

Elizabeth  C.  Bond,  M T.  (ASCP),  S.M 

Administrator 


• PROMPT  WALK  IN  SERVICE 

• 24  HOUR  TURNAROUND 
FOR  MOST  TESTS 

• COURIER  SERVICE  FOR 
PHYSICIAN  OFFICES 

• ASSIGNMENT  ACCEPTED  ON 
MEDICARE  AND  MEDICAID 

• BLUE  SHIELD  V.I.P  AND 
PREFERRED  PROVIDER 

• ACCEPT  MAXICARE,  FIRST  CARE, 
HEALTH  PLUS,  ETC 


MAIN  LABORATORY 

Northwest  Medical  Building 
3500  Lafayette  Rd.  291-9364 

BRANCH  LOCATIONS 

Westlake  Medical  Building 
805  Beachway  Dr.  244-7754 

Zionsville 

50  Boone  Woods  873-4286 

Across  from  Community  North  Hosp. 
7430  N.  Shadeland  Ave.  841-0133 


• A FULL  SERVICE  OUTPATIENT  CLINICAL  LABORATORY  • 


ORTHOPEDIC  FOOT 
SURGERY 


OTOLOGY 


ROBERT  M.  PALMER,  M.D. 
A.A.O.S.  F.A.C.S. 

Diplomate  ol  the  American  Bo  nd 
nf  Oithopaedic  Suigeiy 

Member  ol  the  American  Orthopaedic 
Foot  and  Ankle  Society 

ORTHOPAEDIC  RECONSTRUCTIVE 
SURGERY  OF  THE  FOOT  AND  ANKLE 

POLO  W 86th  Street  Suite  304 
Indianapolr , Indiana  16  60 
(31  /)  8/  ’-636-1 


MERIDIAN  OTOLOGY  LAB 

'Complete  Audiometrie  Evaluations 
'Hearing  Aid  Evaluations  and  Dispensing 
’Brainstem  Auditory  Evoked  Response 
Visual  Evoked  Response 
* Electronj  stagmography 

‘Assistive  Listening  Devices — Demonstrations  Available 


Richard  Kurtz.  M.D.  .1  ack  Summerlin.  M.D. 
Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 


3266  N.  Meridian  Street  Indianapolis,  Indiana 
Suite  BI2  (317)  925-7077 
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PHYSICIANS’  DIRECTORY 

ALCOHOLISM 

TREATMENT 

ALCOHOLISM 

TREATMENT 

Eugene  G.  Roach,  M.D. 

Medical  Director 

Anderson  Center 

of  Saint  John  s 

22  1 0 Jackson  Strppt 
Andp'son  Indiana  460  14 

1-800-435-9143  or  (317)  646-8383 

•Comprehensive  Alcohol  and  Drug  Treatment 
•Separate  Programs  for 
Adolescents  & Adults 
•Free  Assessment  & Intervention 


ALCOHOLISM  TREATMENT 


Douglas  Bullington,  M.D 

Program  Director 


□ 


□ 


□ 


COUNTERPOINT  CENTER 

at  CPC  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46143 
317/887-1348 


Free  evaluation  and  intervention 
Adult  & Adolescent  Treatment  Servic 
24  hours  a day 


Indiana’s  Leading  Hospitals  Specializing  In  The 
Treatment  of  Alcoholism  and  Drug  Abuse. 


KOALA 

CENTERS 


• adolescent  program 

• adult  program 

• family  program 

• older  adults  program 

• impaired  professionals  program 


• cocaine  program 

• outpatient  program 

• disabled  program 

• relapse  program 

• co-dependency  program 


OUTREACH  OFFICES 


Bloomington  • Fort  Wayne  • Clarksville  • Merrillville  • Indianapolis  • Marion 
South  Bend  • Greenwood  • Evansville  • Anderson  • Kokomo  • Lafayette 


Michael  Chadwick,  M.D 
David  Gregory,  M D 
Koala  Center 
2223  Poshard  Drive 
Columbus,  Indiana 
(812)376-171 1 


John  Saalwaechter,  M D 
Koala  Adolescent  Center 
1404S  Slate  Avenue 
Indianapolis,  Indiana 
(317)783-4084 


John  Krueger,  M D 
Koala  Center  of 
St  Joseph  Medical  Center 
700  Broadway 
FortWayne,  Indiana 
(219)425-3825 


Daniel  Kubley,  M D 
Koala  Center 
1800  N Oak  Road 
Plymouth.  Indiana 
(219)936-3784 


Kete  Cockrell,  M D 
Koala  Center 
1711  Lafayette  Avenue 
Lebanon,  Indiana 
(317)482-371 1 


Indiana  Toll-Free  • 24-Hour  HELPLINE  • 1-800-622-4711 
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PHYSICIANS'  DIRECTORY 


INTERNAL  MEDICINE 


INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley  M D FACP 
George  W Applegate.  M D 
Richard  Bloch  M D 
Charles  B Carter.  M D 
William  H Dick  M D FACP 
M Carol  Greenlee.  M D 


Theodore  F Hegeman.  M D 
Douglas  F Johnstone.  M D 
Wendy  L Kindig  M D 
LeRoy  H King,  Jr  , M D FACP 
Mary  A Margolis  M D 
Tim  E Taber  M D 


1801  N.  Senate  Bivd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Answering  Service  926-3466 

Clinical  Nephtology.  Hemodialysis,  Peritoneal 
Dialysis.  Renal  Transplantation.  Metabolic  Kidney 
Stone  Disease.  Hypertension.  Fluid  and  Electrolyte 
Imbalance.  Critical  Care 


MERIDIAN  MEDICAL  GROUP,  P.C. 

MAIN  OFFICE  - 1801  N.  Senate  Blvd. 

929-5800 

NORTH  OFFICE 

- 3077  E.  98th  St. 

(98th  & Keystone)  843-8704 

CARDIOLOGY 

METABOLISM  & 

Warren  E Coggeshall,  M D 

846-5666 

ENDOCRINOLOGY 

Richard  R Schumacher.  M D 

929 5818 

William  M Holland,  M D 

843-8700 

Richard  B Wenzler,  M D 

929  5818 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

Douglas  H White,  Jr,  M D. 

843-8736 

Robert  0 Pickett,  M D 

846  4696 

B T Maxam,  M D 

843-8703 

Lee  G Jordan,  M 0 

929  5826 

Michael  B DuBois,  M D 

929-5806 

Martin  P Meisenheimer,  M D 

929-5816 

Patricia  K Hendershot,  M.D. 

929  5815 

John  C Kohne,  M D. 

929  5822 

Douglas  J Moeller,  M D 

929  5808 

Gregory  P,  Blitz,  M D. 

929  5821 

Timothy  J Story,  M D 

929-5811 

Brian  G.  Sped,  M D 

929-2267 

John  F.  Schaefer,  Jr , M D 

929-5807 

Vanessa  Z Ameen,  M D (PEDIATRICS) 

Elisabeth  K Datena,  M D 

929-5809 

929-5858 

Bradley  M Sutter,  M 0 

929-5813 

HEMATOLOGY/ 

CHILD  NEUROLOGY 

ONCOLOGY 

Bradford  R Hale,  M D.  (PEDIATRICS) 

James  E Schroeder,  M D. 

929-5812 

929-5823 

HAND  SURGERY 


HEMATOLOGY-ONCOLOGY 


JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  ot  hand, 
wrist,  and  forearm  disorders 

r.'l  I J Pennsylvania  St  317-925-1665 

Indian  molis  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 


JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD,  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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PHYSICIANS'  DIRECTORY 


Eugene  G.  Roach,  M.D. 

Medical  Director 

Anderson  Center 


of  Saint  John  s 

22  ' g Jackson  Street 


Anderson  Indiana  460  14 


1-800-435-9143  or  (317)  646-8114 

•Comprehensive  Psychiatric  Treatment 
•Separate  Programs  for  Adolescents 
Adults  & Geriatrics 
•Program  for  Dual  Diagnosis 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634  9930 

Lee  E.  Radcliffe,  M.D.  R.  Peter  Mohlman,  M.D. 
Larry  M.  Davis,  M.D.  George  McAfee,  M.D. 
Balwant  S.  Mallik,  M.D.  Judith  L.  Campbell,  M.D. 

Comprehensive  Child.  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 


DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 


Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 
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PHYSICIANS'  DIRECTORY 


OPHTHALMOLOGY 


GaryT. 

Raflo.  M.D.,  F A.C.S. 

OPHTHAI  MIC  1 

I.ASTIC  AND  RECONSTRUCTIVE  SURGERY 

H I LOW 

AMERIC  AN  COI  LEGE  OF  SURGEONS 
AMERICAN  SOC  IE  TY  OE  OPHTHALMIC  PLASTIC 
ANP  RFC  ONSTRUC'TIVE  SURGERY 

PI I ’I  OMATE 

AMI  RIC  AN  BOARP  OE  OPHTHAI  MOI  OGY 

SURGERY 

131  l PI  IAROPI  ASTY 
PTOSIS 

EYEI  IP  CANCER 

LAC  RIMAL  [DRAINAGE  [DISORDERS 
ORBITA1  ANP  EACIAI  TRAUMA 
THY  KOIP  EYE.  DISORDERS 

VI  IP  WEST  EYE  INSTITUTE  317-027-6145 

1800  NORTH  CAPITOl  AVENUE  (ANSWERER  24  HOURS) 

I’O.  BOX  1367.  INDIANAPOLIS.  INDIANA  4b20b  1 -800-822-4b9Q 

NEUROLOGY 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Pam,  Headache  & 

Diseases  of  the  Autonomic  Serious  System  Including  Dizziness 

Testing  Available 

317*8  71*6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #72b 
South:  University  Heights  Professional  Bldg.,  Suite  M 


CARDIOVASCULAR  SURGERY 


NONINVASIVE 
VASCULAR  TESTING 


The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular 
testing  services  supported  by  the  entire  team  of: 


John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 
Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 


Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville.  Indiana  47710 
812  423  2395 
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CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson.  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  KOKOMO 

Community  Medical  Arts  Center 
3611  South  Reed  Rd  (31  Bypass) 
Kokomo.  Indiana  46902 
317-453-0606 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N Senate  Blvd  , Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425  317-926-3466 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location 


GaryT.  Raflo,  M.D.,  EA.C.S. 

ophthalmic  plastic  and  rlc  onstrih tivi  surc.ho 

MIDWEST  EM  INSTITUII 
1800  NORTH  C Al’ITOl  AVENIH 
P.O.  BOX  1387,  INPIANAPOI  IS  INDIANA  4820° 

TEI  EPEIONL : (317)  827-8 1 43  (ANSWERED  2-1  HOURS: 

I -800-822-48°° 


COLON  AND  RECTAL 
SURGERY 


W.  M.  KENDRICK,  M.D. 

ABDOMINAL  SURGERY 

G.  A.  DONNALLY,  M.D. 
R.  JAMES  WILSON,  M.D. 

W.  E.  KELLEY,  M.D. 
RICHARD  L.  STOUT,  M.D. 
PAULA  A.  HALL,  M.D. 

Practice  limited  to  Colonoscopy, 

TED  W.  GRISELL,  M.D. 

Providing  consultative  services 
for  physicians  throughout  Indiana 
far  patients  with 
complex  management  problems 
5317  East  16th  Street  317-359-8261 

Indianapolis  46218  Phone  answered  24  hours 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831  9300 
1-800-222-7994 

(JCAH  Accredited) 
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ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE: 
TOLL  FREE: 


317/927-5770 

1-800-ONC-HEME 


T800-662-4363 


Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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SLEEP  DISORDERS 


WINONA’S 

SLEEP/WAKE 

DISORDERS 

CENTER 

Accredited  by  the  Association  of  Sleep  Disorders 
Centers  since  1986.  Specialists  in  the  evaluation 
of  sleep/wake  disorders  in  adults  and  children. 

• Sleep  Apnea  • Sleepwalking 

• Insomnia  • Impotency  Testing 

• Narcolepsy  • Hypersomnolence 

• Enuresis  • Workshift  Disturbances 

Kenneth  N.  Wiesert,  MD,  ACP 
Fellow  of  the  Clinical  Sleep  Society,  Medical  Director 

Frederick  A.  Tolle,  MD,  FACP 
Associate  Director 

(317)927-2100 

N» 

WINONA 

Memorial  Hospital 
3232  N Meridian  St 
Indianapolis,  IN  46208 
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RADIATION  ONCOLOGY 


NIoosier 
s?ray 


EITHER  ARY 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 
812-234-7756 


VINCENNES 
Good  Samaritan  Hospital 
812-885-3478 


ROGER  ROBISON,  M.D.,  FAC.P.  . . . M.D.  Anderson,  1980 
DAVID  BELL,  M.D.,  Ph.D.  . . . M.D.  Anderson,  1981 

TAE  CHUNG,  M.D.  . . . Chicago  Hines  V.A.,  1976 

B.  JAY  JAILWALA,  M.D.  . . . Cincinnati,  1985 

Emergency  24-hour  phone:  (812)  299-9514 
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PERIPHERAL  VASCULAR  SURGERY 


VASCULAR  SURGERY, 


P.C. 


Vis  ii  la  r 
l)i;i<>iiostics 

Mobile 

\on-inrnsire 

~ Testing 

TM 


Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Spencer  F.  Goodson,  M.D. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 


COLON  AND  RECTAL 
SURGERY 


William  S.  Sobat,  M.D. 

Specialist  in  the  diagnosis  and  treatment  of 
colon  and  rectal  disease. 

• 

* 

INDIANA  COLON  & RECTAL  CENTER,  P.C. 

1633  North  Capitol 
Suite  622 

Indianapolis,  IN  46202 
923-7211 

Fellow  of  the  American  College  of  Surgeons. 


Attention  Indiana  Physicians 

The  Physicians'  Directory  is  the  most  ethical  and 
professional  method  of  announcing  a specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours  and  telephone 
number  for  the  convenience  of  colleagues  in  refer- 
ring patients. 

The  title  of  diplomate  of  a specialty  examining 
board,  a requircmcnl  foradmission  to  the  directory, 
offers  its  assurance  of  qualifications  whether  listed 
or  not. 

In  addition  to  providing  benefits  to  physicians, 
the  directory  is  a practical  means  of  providing  fi- 
nancial support  for  INDIANA  MEDICINE. 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  directory. 
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MDA  Opens  New  Clinic 
at  I.U.  Medical  Center 


IlealthNetwork  To  Expand 
Into  Northwest  Indiana 


Grant  To  Aid  Program 
for  Abused  Children 


HealthNetwork,  Inc.,  a Chicago- 
based  Preferred  Provider  Organization 
(PPO),  is  assembling  a provider  net- 
work in  northwest  Indiana  and  plans 
to  add  to  its  five-hospital  network  of 
providers. 

HealthNetwork,  Inc.  is  sponsored  by 
nine  Chicago-area  hospitals  and  has 
been  fully  operational  since  February 
1985.  Its  market  plan  is  to  add  a 
substantial  number  of  employer  con- 
tracts in  northwest  Indiana  through  its 
affiliations  with  insurance  carriers, 
third-party  administrators  and  a net- 
work of  brokers. 

CPC  Valle  Vista  Opens 
Child  Psychiatric  Unit 

CPC  Valle  Vista  Hospital  of  Green 
wood  has  opened  a child  psychiatric 
unit  providing  inpatient  care  for 
children  ages  5 through  12  who  are  ex- 
periencing behavioral  or  emotional 
problems.  Evaluation  and  referral  ser- 
vices are  available  24  hours  a day, 
seven  days  a week  at  no  charge. 

For  a tour  of  the  facility,  contact  the 
Community  Relations  Department  at 
(317)  881-1348. 

Scholarships  Available 
From  Medical  Directors 

The  American  Academy  of  Medical 
Directors  will  award  two  scholarships 
worth  $3,000  each  to  physicians  to  at- 
tend management  education  programs. 
The  scholarshps  are  awarded  annual 
ly  for  physicians  who  are  employed  by 
health  care  organizations  that  provide 
service  in  areas  that  are  medically 
underserved  or  that  rely  predominant- 
ly on  public  or  charitable  funding. 

Applicants  must  submit  a letter  of 
intent  by  Jan.  16. 

For  more  information,  contact 
Sherry  M.  Cumpstone,  Director  of 
Communications,  One  Urban  Centre, 
4830  W.  Kennedy  Blvd.,  Suite  648, 
Tampa,  Fla.  33609-2517  - (813) 
287  2000. 


The  Indiana  University  School  of 
Medicine  has  received  a grant  of  ap- 
proximately $470,000  from  the  Depart- 
ment of  Health  and  Human  Services, 
Health  Resources  and  Services 
Administration,  Maternal  and  Child 
Health  Division  to  establish  a regional 
program  to  improve  the  care  and  out- 
come for  abused  and  neglected  children 
in  Marion  County  over  the  next  three 
years. 

The  major  investigator  is  Roberta  A. 
Hibbard,  M.D.,  assistant  professor  of 
pediatrics,  who  has  been  recognized  for 
her  work  toward  the  protection  of 
children  who  have  been  neglected  and 
abused. 

Capital  Consultants 
Publishes  ‘Health  Alert’ 

Capital  Consultants,  Inc.  is 
publishing  a new  monthly  newsletter 
on  health  legislation  titled  Health  Alert. 
The  newsletter  contains  feature  inter- 
views and  advisory  columns.  It  is 
available  for  $75  per  year,  or  $70  for 
a prepaid  subscription. 

To  order  Health  Alert  and  receive  a 
no-obligation  complimentary  issue,  call 
(202)  546-CAPS  or  write  Capital  Con 
sultants,  Inc.,  643  Pennsylvania  Ave., 
SE,  Washington,  D.C.  20007. 


"You  have  too  many  worries.  Try  stick- 
ing to  just  one — like  your  overdue  account 
to  me.” 


The  Muscular  Dystrophy  Associa- 
tion has  established  a new  clinic  for  pa- 
tients in  central  Indiana. 

The  clinic,  which  is  located  at  the 
Regenstrief  Health  Center  in  the  In- 
diana University  Medical  Center,  of- 
fers diagnostic  services  and  follow-up 
care  to  adults  who  have  any  one  of  the 
40  muscle  disorders  that  MDA  covers. 

All  patients  are  evaluated  for  their 
needs  in  orthopedic  equipment  and 
rehabilitative  therapy.  There  is  no  cost 
to  the  patient  or  to  the  patient’s  family. 

The  clinic  director  is  Rahman 
Pourand,  M.D.,  director  of  neurology 
at  Wishard  Hospital. 

For  more  information,  contact  the 
MDA  office  in  Indianapolis  at  (317) 
298-9640. 


Here  and  There  . . . 

Dr.  Mitchell  L.  Bressack,  Dr.  James 
M.  Platis  and  Dr.  Nicholas  C.  Retson  of 
Merrillville  conducted  a skin  cancer 
screening  at  St.  Anthony  Medical 
Center  in  Crown  Point. 

Dr.  Nancy  W.  Griffith  of  Mooreland 
won  the  The  New  Castle  Courier-Times 
first  “Today’s  Woman”  contest. 

Dr.  Barbara  M.  Backer  of  LaPorte 
received  a 25-year  service  award  from 
the  American  Heart  Association  at  its 
annual  state  awards  program  in 
Indianapolis. 

Dr.  Samuel  E.  Toney  of  Marion  was 
certified  as  a diplomate  of  the 
American  Board  of  Family  Practice. 

Dr.  E.  Allen  Griggs,  pathologist  at 
Morgan  County  Memorial  Hospital, 
gave  a seminar  in  medical  records  law 
and  an  update  on  AIDS  issues  to  the 
Indiana  Medical  Records  Association. 

Dr.  Joseph  W.  Young  of  Franklin  and 
Dr.  Charles  W.  Link  of  Greenwood  were 
presented  a Pride  and  Progress  Award 
by  the  Greater  Greenwood  Chamber 
of  Commerce  for  renovation  work  done 
at  their  family  practice  office  in 
Greenwood. 
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I)r.  Richard  M.  N ay  of  Indianapolis 
received  the  Laureate  Award  from  the 
Indiana  Chapter  of  the  American  Col 
lege  of  Physicians  at  a banquet  at  the 
Radisson  Plaza  Hotel;  a coronary  care 
unit  at  Methodist  Hospital  of  Indiana 
is  named  after  him. 

Dr.  James  N.  Gingerich  of  Goshen  has 
been  named  a diplomate  of  the 
American  Board  of  Family  Practice. 

Dr.  Philip  M.  Coons  of  Indianapolis 
made  several  presentations  on  multi- 
ple personality  disorder  at  the  annual 
meeting  of  the  International  Society 
for  the  Study  of  Multiple  Personality 
and  Dissociation  in  Chicago,  111.  Dr. 
Coons  also  discussed  the  forensic  use 
of  hypnosis  in  multiple  personality 
disorder  at  the  annual  meeting  of  the 
Society  for  Clinical  and  Experimental 
Hypnosis  in  Asheville,  N.C. 

Dr.  Frederick  A.  Tolle,  medical  direc- 
tor of  the  Winona  Sleep  Disorders 
Center,  presented  a scientific  exhibit 
at  the  ISMA  Convention;  the  exhibit 
focused  on  nasal  C-Pap  treatment  in 
100  patients  with  obstructive  sleep 
apnea. 


Send  your  news  items  and  com 
ments  to  the  Editor,  Indiana 
Mkdic’.ink,  3935  N.  Meridian  St., 
Indianapolis  46208. 


Dr.  Randolph  W.  Lievertz  of  In 
dianapolis  lectured  on  osteoporosis  at 
a one-day  CME  course  on  the  aging 
population  presented  by  Thomas  Jef- 
ferson University  Medical  College  and 
Latrobe  Area  Hospital  in  Latrobe,  Pa. 

Dr.  William  G.  Bannon  of  Terre 
Haute  was  re-elected  to  another  term 
on  the  board  of  Valley  Federal  Savings 
Bank. 

Dr.  Jonathon  D.  Condit  and  Dr. 
Roberto  J.  Darroca  of  Muncie  have  been 
named  diplomates  of  the  American 
Board  of  Family  Practice. 

Dr.  William  H.  Beeson  of  Indianapolis 
was  selected  to  serve  as  secretary-elect 
during  the  fall  meeting  of  the 
American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery  in 
Washington,  D.C. 


Dr.  Donald  L.  Yates,  a Terre  Haute 
ophthalmologist,  received  an  award  at 
the  annual  Terre  Awards  ceremony 
honoring  volunteers  for  their  outstand- 
ing service  to  the  community;  he 
received  the  award  in  the  profession 
category. 

Dr.  Randall  C.  Morgan  Jr.  of  Gary 
was  re-elected  secretary  of  the  house 
of  delegates  of  the  National  Medical 
Association. 

Dr.  Philip  E.  Prather  of  Kokomo,  Dr. 
Claude  J.  Meyer  of  Sellersburg  and  Dr. 
Warren  N.  McClure  of  Kokomo 
attended  the  Annual  Scientific 
Assembly  of  the  American  Academy 
of  Family  Physicians  in  New  Orleans. 

Dr.  Adel  H.  Ayoub  of  Valparaiso 
traveled  with  a team  of  medical  pro- 
fessionals to  Beijing,  People’s  Republic 
of  China,  to  teach  the  Chinese  state- 
of-the-art  techniques  in  coronary 
bypass  surgery. 

Dr.  C.  Curtis  Young  Jr.  of  Evansville 
was  recognized  and  roasted  by  more 
than  250  friends  and  colleagues  at  a 
dinner  at  the  Bauerhause  in  Darm- 
stadt, Ind. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  reci 
pients  of  the  AMA's  Physician  Recognition  Award. 
This  award  is  official  documentation  of  Continuing 
Medical  Education  hours  earned,  and  is  acceptable 
proof  in  most  states  requiring  CME  in  re-registration 
that  the  mandatory  hours  of  CME  have  been 
accomplished. 


Abrams,  John  H.,  Indianapolis 
Acosta,  Constancio  B.,  Hobart 
Ahlfeld,  Steven  K.,  Indianapolis 
Alexander,  C.  Kurt,  Muncie 
Allen,  Lawrence  E.,  Anderson 
Alonso,  Robert  J.,  Zionsville 
Amodio,  Frank  J.,  Evansville 
Ansari,  Mohammad  A.,  Muncie 
Baker,  Eldon  E„  Delphi 
Breitenfield,  Richard  V.,  Muncie 
Brunk,  Glen  A.,  Beech  Grove 
Chua,  Gonzalo  T.,  Carmel 
Cockrell,  D.  Kete,  Plainfield 
Daftary,  Ali  A.,  Batesville 
Day,  Gustavo  D.,  Evansville 
Dick,  William  H„  Indianapolis 


Doepker,  J.F.  Jr.,  Evansville 
Farag,  Rafik  S.,  Peru 
Gunsenhouser,  Jane,  Carmel 
Hamilton,  Thomas  G.,  Columbia  City 
Heaton,  Gregory  E.,  Madison 
Hendricks,  Eric  A.,  Indianapolis 
Holtzman,  Paul  W„  Bloomington 
Ireland,  Philip  H.,  Indianapolis 
Jackson,  Richard  W.,  Beech  Grove 
Johantgen,  Walter  C.  Jr.,  Carmel 
Johnson,  Phillip  M.,  New  Albany 
Jones,  Mark  C.,  Evansville 
Koo,  Young  S.,  Hammond 
LeGrand,  Daniel  R.,  Indianapolis 
Link,  William  C.,  Bloomington 
Malachowski,  Robert  M.,  Indianapolis 


McQuiston,  Robert  D.,  Indianapolis 
Merkle,  George  W.,  Bluffton 
Mohanty,  Rajashree,  Beech  Grove 
Nigh,  Andrew  D.,  Indianapolis 
Parker,  Francis  W.,  Logansport 
Ray,  Alan  S.,  Anderson 
Rudolph,  Kenneth  J.,  Evansville 
Sandock,  Mark  S.,  South  Bend 
Shah,  Harish  A.,  Merrillville 
Silver,  Richard  A.,  Indianapolis 
Stapp,  Emily  J.,  Jeffersonville 
Van  Buskirk,  Edmund  L.,  Lafayette 
West,  Samuel  L.,  Michigan  City 
Wiethoff,  Richard  A.,  Seymour 
Workman,  Barbara  E.,  Muncie 
Yingst,  Gisela  J.,  Michigan  City 
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Clyde  G.  Botkin,  M.I). 

Dr.  Botkin,  72,  a Muncie  general 
practitioner,  died  Sept.  3 at  Ball 
Memorial  Hospital  in  Muncie. 

He  was  a 1942  graduate  of  the  In 
diana  University  School  of  Medicine 
and  an  Army  veteran  of  World  War  II. 

Dr.  Botkin  was  the  Delaware  County 
health  officer  from  January  1972  to 
December  1987.  He  was  a member  of 
the  Ball  Memorial  Hospital  clinical  staff 
and  the  American  Academy  of  Family 
Physicians. 

He  retired  from  private  practice 
in  1987. 


Hiram  T.  Sexson,  M.D. 

Dr.  Sexson,  68,  Indianapolis,  died 
Oct.  17. 

He  was  a 1942  graduate  of  the  In- 
diana University  School  of  Medicine 
and  had  been  a general  practitioner  in 
private  practice  42  years.  He  was  an 
Army  veteran  of  the  Korean  War. 

Dr.  Sexson  was  a member  of  the 
Marion  County  Medical  Society  and 
several  civic  organizations.  Before 
retiring  in  1984,  he  had  been  on  the 
staffs  at  St.  Vincent  and  Winona 
Memorial  hospitals. 


Fred  R.  McCrea,  M.I). 

Dr.  McCrea,  70,  a retired  Terre 
Haute  radiologist,  died  Sept.  17  at  his 
home. 

He  received  his  medical  degree  from 
Vanderbilt  University  in  1946  and  serv- 
ed his  residency  in  radiology  at  the  In- 
diana University  Medical  Center. 

Dr.  McCrea  was  a former  assistant 
chief  of  radiology  at  Veterans  Hospital 
in  Indianapolis  and  a former  chief  of 
radiology  and  former  chief  of  staff  at 
Union  Hospital  in  Terre  Haute.  He  was 
certified  by  the  American  Board  of 
Radiology. 


Archie  E.  Brown,  M.D. 

Dr.  Brown,  81,  formerly  of  In- 
dianapolis, died  Oct.  16  in  St. 
Petersburg,  Fla. 

He  was  a graduate  of  the  University 
of  Arkansas  School  of  Medicine.  He 
was  an  Army  Air  Force  flight  surgeon 
during  World  War  II. 

Dr.  Brown  had  been  in  private  prac- 
tice in  Indianapolis  34  years  before  he 
retired  in  1966.  After  retirement,  he 
served  on  the  medical  staff  at  the 
Veterans  Administration  Regional  Of- 
fice two  years. 


J.  Michael  Gilson,  M.D. 

Dr.  Gilson,  54,  an  Indianapolis 
radiologist,  died  Oct.  7. 

He  was  a graduate  of  the  University 
of  Minnesota  Medical  School.  He 
received  the  Mallickrodt  fellowship  in 
neuroradiology. 

Dr.  Gilson  had  been  the  assistant 
professor  of  radiology  at  Washington 
University  in  St.  Louis.  He  had  been 
on  the  staff  at  Methodist  Hospital  in 
Indianapolis  since  1969. 


William  M.  Browning,  M.D. 

Dr.  Browning,  74,  a retired  In- 
dianapolis pediatrician,  died  Oct.  22. 

He  was  a 1941  graduate  of  the  In- 
diana University  School  of  Medicine 
and  a veteran  of  World  War  II. 

Dr.  Browning  practiced  medicine  20 
years  before  he  retired  in  1964.  He  was 
a former  president  of  the  Indiana  State 
Medical  Society  and  a member  of  the 
American  Academy  of  Pediatrics. 

Mathias  S.  Mount,  M.D. 

Dr.  Mount,  85,  a Bloomfield  physi- 
cian, died  Nov.  12. 

He  was  a graduate  of  the  Indiana 
University  School  of  Medicine  and  an 
Army  Medical  Corps  veteran  of  World 
War  II. 

Dr.  Mount  had  practiced  medicine  in 
Bloomfield  54  years  before  he  retired 
in  1984. 


Robert  C.  Speas,  M.D. 

Dr.  Speas,  73,  Terre  Haute,  died  Oct. 
8 at  Union  Hospital  in  Terre  Haute. 

He  was  a 1938  graduate  of  the  In 
diana  University  School  of  Medicine. 
He  served  in  the  Medical  Corps  dur 
ing  World  War  II. 

He  was  certified  by  the  American 
Board  of  Otolaryngology  and  was  a 
member  of  the  American  Academy  of 
Ophthalmology  and  the  American 
Academy  of  Otolaryngology.  He 
retired  in  1979. 


Memorials:  Indiana  Medical  Foundation 


The  Indiana  Medical  Foundation,  Inc.  was  formed  by  the  Indiana  State 
Medical  Association  "for  religious,  charitable,  scientific,  literary  or  educa- 
tional purposes."  It  provides  financial  assistance  to  support  the  educational 
mission  of  Indiana  Medicine. 

Contributions  made  to  the  Foundation  arc  deductible  by  donors  in  accor- 
dance with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  Federal  estate 
and  gift  tax  purposes. 

The  Foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remem- 
brance of  the  following  individuals: 


J.  Melvin  Masters,  M.D. 
Nancy  A.  Roeske,  M.D. 
Richard  Shaqr 
Elsie  A.  Reid 
Murray  DeArmond,  M.D. 


John  W.  Beeler,  M.D. 
Mildred  Ramsey 
Earl  Mcricle,  M.D. 
John  Bush 
Dallas  McKelvcy 


William  R.  Clark,  M.D. 
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THE  INDIANA  MEDICAL  FOUNDATION,  INC. 
3935  North  Meridian  Street 
Indianapolis  46208 


A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Associa- 
tion and  Indiana  Medicine. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 


4 


The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  members  of  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  familv  of  the  deceased. 


‘for  religious,  chan  table,  scientific, 
literary  or  educational  pur  poses" 
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THE  INDIANA  STATE  MEDICAL  ASSOCIATION 


OFFICERS 

President  — Fred  W.  Dahling,  New  Haven 
Pres  elect  — George  H.  Rawls,  Indianapolis 
Immed  Past  Pres  — John  I).  MacDougall, 

Beech  Grove 

Exec  Director  Richard  R.  King,  Indianapolis 
Treasurer  — Max  M.  Wesemann,  Franklin 
Asst  Treasurer  — Michael  0.  Mellinger,  LaGrange 
Speaker  -C.  Dyke  Egnatz,  Schererville 
Vice  Speaker  — William  H.  Beeson,  Indianapolis 

EXECUTIVE  COMMITTEE 
‘Fred  W.  Dahling,  New  Haven 
George  H.  Rawls,  Indianapolis 
Max  M.  Wesemann,  Franklin 
Michael  0.  Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
William  H,  Beeson,  Indianapolis 
William  C.  Van  Ness  II,  Summitville 
Benny  S.  Ko,  Terre  Haute 
Clarence  G.  Clarkson,  Richmond 
John  D.  MacDougall,  Beech  Grove 

TRUSTEES  (Terms  end  in  October) 

District 

1 — E.  DeVerre  Gourieux,  Evansville  (1989) 

2 — Paul  J.  Wenzler,  Bloomington  (1990) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1991) 

4 — William  E.  Cooper,  Columbus  (1989) 

5 — Benny  S.  Ko,  Terre  Haute  (1990) 

6 — Clarence  G.  Clarkson,  Richmond  (1991) 

7 — Donna  J.  Meade,  Indianapolis  (1989) 

7  — John  M.  Records,  Franklin  (1990) 

7 — Peter  L.  Winters,  Indianapolis  (1991) 

*8  — William  C.  Van  Ness,  Summitville  (1990) 

9  — R.  Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L.  Polite,  Hammond  (1989) 

11  — Jack  W.  Higgins,  Kokomo  (1990) 

12  — John  R.  Thomas,  Fort  Wayne  (1991) 

13  — Steven  M.  Yoder,  Goshen  (1989) 

RMS  — Margaret  Frazer,  Indianapolis  (1989) 
MSS  — Marc  Duerden,  Indianapolis  (1989) 

‘Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Bruce  W.  Romick,  Evansville  (1991) 

2 — Jerome  E.  Melchior,  Vincennes  (1989) 

3 — Charles  B.  Carty,  Pekin  (1989) 

4 — George  L.  Alcorn,  Madison  (1991) 

5 — Fred  E.  Haggerty,  Greeneastle  (1991) 

6 — Ray  A.  Haas,  Greenfield  (1989) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1991) 
7 — Willis  W.  Stogsdill,  Indianapolis  (1991) 

7 — Charles  0.  McCormick  III,  Greenwood  (1991) 

8 — John  V.  Osborne,  Muncie  (1991) 

9 — Stephen  D.  Tharp,  Frankfort  (1989) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K.  Musselman,  Marion  (1989) 

12  — Thomas  A,  Felger,  Fort  Wayne  (1989) 

13  — Alfred  C.  Cox,  South  Bend  (1991) 

RMS  — John  H.  Fallon,  Indianapolis  (1989) 

MSS  — Clint  Myers,  Indianapolis  (1989) 

AM  A DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1989) 

Peter  R.  Petrich,  Attica  (1989) 

Thomas  C.  Tyrrell,  Hammond  (1989) 

John  A.  Knote,  Lafayette  (1990) 

Alvin  J.  Haley,  Carmel  (1990) 

George  T Lukemeyer,  Indianapolis  (1990) 

\ M A ALT  DELEGATES  (Terms  end  Dec.  31) 
Herbert  C Khalouf,  Marion  (1989) 

Martin  J.  O'Neill,  Valparaiso  (19891 
Richard  L.  Reedy,  Yorktown  (1989) 

Shirley  Thompson  Khalouf,  Marion  (1990) 

Max  N.  Hoffman,  Covington  (1990) 

Edward  L.  L ingston,  Flora  (1990) 
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DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Alan  H,  Johnson,  Evansville 

Secy:  Kishor  R,  Bhatt,  Boonville 
Annual  Meeting:  1989 

2 — Pres:  William  A.  Nice,  Bloomington 

Secy:  Andrew  R.  Jones,  Bloomington 
Annual  Meeting:  May  19,  1989 

3 — Pres:  James  M.  Jacobi,  Bedford 

Secy:  Eric  V.  Schulz,  Bedford 
Annual  Meeting:  May  12,  1989 

4 — Pres:  Frank  L.  Frable,  Lawreneeburg 

Secy:  William  J.  Granger,  Lawreneeburg 
Annual  Meeting:  May  3,  1989 

5— Pres:  Kennard  B.  Sproul,  Brazil 

Secy:  Peggy  Sankey  Swaim,  Rockville 
Annual  Meeting:  Sept.  28,  1989 

6 — Pres:  Robert  J.  Warren,  Richmond 

Secy:  Stephen  M.  Dillinger,  Greenfield 
Annual  Meeting:  May  10,  1989 

7 — Pres:  Lloyd  C.  Miller,  Danville 

Secy:  H.  Marshall  Trusler,  Greenfield 
Annual  Meeting:  1989 

8 — Pres:  L.  Jane  McDowell,  Muncie 

Secy:  Charles  W.  Bartholome,  Muncie 
Annual  Meeting:  June  7,  1989 

9 — Pres:  Timothy  N,  Brown,  Crawfordsville 

Secy:  R.  Adrian  Lanning,  Noblesville 
Annual  Meeting:  June  14,  1989 

10  — Pres:  Mary  E.  Carroll,  Crown  Point 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  28,  1989 

11  — Pres: 

Secy:  Fred  C.  Poehler,  La  Fontaine 
Annual  Meeting:  Sept.  20,  1989 

12  — Pres:  Thomas  D.  Smith  III,  New  Haven 

Secy:  William  J.  Aeschliman,  Fort  Wayne 
Annual  Meeting:  Sept.  21,  1989 

13  — Pres:  G.  Beach  Gattman,  Elkhart 

Secy:  Thomas  J.  Eberts,  South  Bend 
Annual  Meeting:  Sept.  13,  1989 


COMMISSION  CHAIRMEN 

Constitution  & Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Assistance 
Dolores  Burant,  Elkhart 
Medical  Services 

Alfred  C.  Cox,  South  Bend 
Convention  Arrangements 

Charles  0.  McCormick,  Greenwood 
Medical  Education 

James  E.  Carter,  Indianapolis 
Sports  Medicine 


COMMITTEE  CHAIRMEN 
Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 
Alvin  J.  Haley,  Indianapolis 
Indiana  Medical  Foundation 
Frank  B.  Ramsey,  Indianapolis 
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CHAIRMEN, 

ISMA  SPECIALTY  SECTIONS 
ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 

Stephen  F.  Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS,  MEDICAL  EDUCATION 
Thomas  F.  Dunfee,  South  Bend 

EMERGENCY  MEDICINE 

Thomas  C.  Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
Edward  Ross,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF 
PHYSICIANS  OF  NURSING  FACILITIES 
Hugh  K.  Thatcher,  Indianapolis 

NEUROLOGICAL  SURGERY 
Marvin  R.  Bernard,  Merrillville 

NEUROLOGY 

Charles  A.  Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 

OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 

D.  Dean  Cofield,  Bloomington 

ORTHOPEDIC  SURGERY 
James  G.  Buchholz,  Fort  Wayne 
OTOLARYNGOLOGY, 

HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 
PATHOLOGY  & FORENSIC  MEDICINE 
Carleton  D.  Nordschow,  Indianapolis 

PEDIATRICS 

Michael  A.  Hogan,  Indianapolis 
PREVENTIVE  MEDICINE 
AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 
PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

Donald  R.  Sugarman,  Fort  Wayne 
SURGERY 

Ted  W.  Grisell,  Indianapolis 
UROLOGY 

Earl  H.  Johnson,  Indianapolis 

ISMA  KEY  STAFF  PERSONNEL 

Richard  R.  King,  Executive  Director 

Michael  Huntley,  Director,  Member  Services 

John  Wilson,  Director  of  Finance 

Adele  Lash,  Director  of  Communications 

Julie  Newland,  Director,  Government  Relations 

Ronald  Dyer,  General  Counsel 

Richard  Ryan,  Field  Services 

Bob  Sullivan,  Field  Services 

Janna  Kosinski,  Field  Services 

Dana  Wallace,  Computer  Services 

Susan  Grant,  Executive  Assistant 

Mary  Alice  Cary,  Executive  Assistant 

Rosanna  Iler,  Membership,  Auxiliary,  Students 

Tom  Martens,  Members  Health  Insurance, 

CME  Coordinator 

Carolyn  Downing,  Resident  Medical 
Society,  Specialty  Society  Services 
Tina  Sims,  Indiana  Medicine 
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Rejecting  Advice  Without  Causing  Resentment 

by  Arthur  R.  Pell,  Ph.D.,  Consultant 
Dale  Carnegie  & Associates,  Inc. 


When  Art  Winston  was  promoted  to  Supervisor  of  his 
department,  it  didn’t  take  him  long  to  realize  that  one  of  his 
key  people,  Jeff  Jeffries  was  bitter  about  the  situation.  He  had 
thought  he  would  have  been  the  one  to  be  promoted.  Art 
knew  that  if  he  were  to  succeed  in  his  new  job  he  would  have 
to  win  Jeff  over.  A disgruntled  Jeff  would  paralyze  the 
department.  One  way  to  overcome  resentment,  Art  felt,  was 
to  let  Jeff  know  that  he  was  important  to  the  department  — 
and  what  better  way  to  show  this  than  by  asking  Jeff  for 
advice. 

A few  weeks  after  he  took  over  his  new  responsibilities,  Art 
was  faced  with  his  first  major  crisis  He  had  some  good  ideas 
as  to  how  to  solve  the  problem,  but  he  thought  this  would  be 
a good  time  to  work  on  obtaining  Jeffs  support.  He  outlined 
the  problem  to  Jeff  and  asked  if  he  had  any  ideas  on  how  to 
solve  it.  Jeff  thought  for  a minute  and  came  up  with  his 
concept  of  how  to  handle  the  situation.  Art  realized  at  once 
that  it  would  not  work.  But  he  also  knew  that  if  he  rejected 
this  suggestion,  he  would  increase  Jeffs  resentment. 

Margo  Magee  called  her  staff  together  to  discuss  a problem 
that  they  were  facing  on  the  job.  After  pondering  about  this 
for  some  time,  Diane  proposed  a solution.  Margo’s  immediate 
response:  “We  tried  that  before  and  it  didn’t  work."  Now  it  is 
true  that  they  tried  that  before  and  it  didn’t  work,  but  Diane 
may  interpret  this  as  “They  don’t  want  my  ideas.”  Not  only  is 
she  resentful,  but  may  feel  that  there  is  no  point  in  presenting 
ideas  if  they  are  going  to  be  rejected. 

In  both  cases,  the  supervisors  were  absolutely  correct  in  not 
accepting  the  suggestions  made,  but  in  each  case  the  rejection 
could  lead  to  resentment  and,  equally  important,  the  stifling  of 
future  ideas.  Obviously,  poor  advice  should  not  be  accepted 
and  all  ideas  are  not  necessarily  good.  We  are  far  more  likely 
to  come  up  with  a bad  idea  before  we  think  a problem  out 
clearly  enough  to  develop  a good  one.  Thomas  Edison  came 
up  with  1000  bad  ideas  on  how  to  make  the  light  bulb  work 
before  he  came  up  with  a successful  solution.  Yet,  we  must 
learn  to  reject  unworkable  suggestions  in  a manner  that  will 
not  cause  resentment  and  will  not  stifle  creativity. 

Do  It  Privately 

Never  reject  a person’s  suggestion  in  front  of  others  It 
causes  them  to  lose  face  and  be  embarrassed  in  front  of  their 
peers.  Thank  them  for  the  suggestion  and  tell  them  you  will 
get  back  to  them.  Do  this  privately.  In  the  Margo-Diane 
scenario,  Margo  might  call  Diane  into  her  office  later  that  day 
or  as  soon  thereafter  as  feasible  and  go  over  the  suggestion. 
After  Diane  repeats  her  suggestion,  Margo  should  say:  “Diane, 
we  tried  something  like  that  two  years  ago  and  we  had  some 
problems  with  it.” 

Note  the  difference  in  the  choice  of  words.  Her  first 
comment:  “It  didn’t  work.”  — That’s  final.  There  is  no  way 
this  can  be  salvaged.  The  second  approach:  “We  had  some 
problems  with  it.”  Keeps  the  door  open.  The  only  possible 
response  Diane  can  make  to  that  comment  is  “What  were  the 
problems?  Once  Diane  learns  what  caused  the  previous 
failure,  she  may  respond,  “I  didn’t  think  about  that.  I guess  I 
should  give  this  some  more  thought.”  Instead  of  repressing 
future  ideas,  we  have  encouraged  her  to  keep  thinking. 
Perhaps  she  may  surprise  Margo  by  saying:  “I  thought  about 
those  problems  and  I have  solutions.”  After  all,  the  boss  may 
not  have  all  the  answers. 


The  Socratic  Approach 

Socrates  never  told  one  of  his  students  that  he  was  wrong. 
If  one  of  Socrates’  students  came  up  with  a wrong  answer, 
Socrates  asked  another  question.  By  carefully  wording  the 
questions,  this  great  teacher  encouraged  his  pupils  to  think 
out  the  problem  and  through  this  thought  process  reach  the 
right  solution. 

This  is  still  called  the  “Socratic  Approach.”  By  careful 
questioning  by  the  supervisor,  he  or  she  can  stimulate  the 
person  who  made  the  suggestion  to  rethink  and  reevaluate 
what  was  suggested  and  come  up  with  a more  viable  sug- 
gestion. In  this  way,  you  never  have  to  reject  an  idea.  By  good 
questioning,  the  individual  who  suggested  it  will  reject  his  or 
her  own  bad  idea  and  replace  it  with  a better  one.  There  is  no 
resentment  and  continued  encouragement  of  employee 
ideation  will  result  from  this  method. 

Disagreement  Without  Pain 

Gary  is  a very  sensitive  young  man.  He  is  one  of  those 
people  who  cannot  accept  criticism  easily  and  becomes 
defensive  when  one  of  his  ideas  is  turned  down.  He  has  just 
spent  several  days  developing  a new  program  for  his  section 
and  has  brought  it  to  you,  his  boss,  for  what  he  expects  will 
be  not  just  approval,  but  congratulations.  You  find  it  is 
basically  OK,  but  has  several  areas  which  need  significant 
improvement.  How  can  you  convey  this  to  Gary  without 
causing  him  to  blow  up,  become  resentful  and  perhaps  sulk 
for  days? 

Instead  of  pointing  out  the  areas  with  which  you  disagree, 
first  compliment  him  on  all  of  the  good  points  in  his  program. 
Then  ask  specific  questions  on  the  first  area  of  disagreement. 
There  are  only  three  responses  he  can  make  to  your 
questions.  One  response:  “I  hadn’t  thought  about  that.  I had 
better  review  this  and  come  up  with  a better  approach.”  In 
this  way,  you  encourage  Gary  to  do  what  has  to  be  done  to 
make  the  program  more  workable. 

Another  possible  response:  “I  hadn’t  thought  about  that. 
What  should  I do?”  This  type  of  response  indicates  that  he 
agress  that  his  concept  was  not  right,  but  instead  of  trying  to 
solve  it,  he  puts  the  monkey  on  your  back.  It  is  tempting  to 
tell  him  what  to  do  — and  if  it  is  a crisis  situation,  you  may 
have  to  do  this  to  get  the  job  done  on  time.  However,  it  is 
best  to  encourage  people  to  solve  their  own  problems.  Your 
response  should  be:  “Why  don’t  you  give  this  some  more 
thought  and  we’ll  talk  about  it  later  in  the  week.” 

A third  response:  He  answers  your  question  and  you 
realize  that  he  was  right  and  your  objection  was  not  valid.  In 
this  case,  thank  him  for  clarifying  the  matter  and  go  on  to 
your  next  question. 

By  questioning  rather  that  criticizing,  we  can  get  the  best 
from  our  people  without  resentment.  The  employee  rejects 
his  or  her  own  bad  ideas  and  is  encouraged  to  come  up  with 
better  ones.  This  will  result  in  the  honing  of  your  people’s 
creative  skills  and  in  obtaining  more  innovative  ideas  that  will 
icrease  the  effectiveness  of  your  department. 

Pocket/purse  size  reprints  may  be  purchased  (10  for 
$10.00)  or  (25  for  $20.00)  from  Dale  Carnegie  & 
Associates,  Inc.,  1475  Franklin  Avenue,  Garden  City, 
NY  11530 
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FAMILY  PRACTICE  OPPORTUNITY-BC/BE; 

North  Central  Indiana;  flexible  ER  schedule  for 
fully  accredited  county  hospital  in  return  for  ex- 
ceptional income,  opportunity  to  set  up  own  zero 
overhead  practice,  comprehensive  benefits  with 
all  factors  negotiable  to  meet  specific  practitioner 
needs.  Send  CV  or  contact  collect:  James  Wyatt, 
Corporate  Staffing  Resources,  420  South  Fourth 
Street,  Elkhart,  IN  46516,  (219)  522-2396. 

INTERNIST  BE/BC:  North  Shore  Internal  Medicine, 
PC  is  seeking  an  energetic  general  internist  to  en- 
joy the  benefits  of  a rapidly  expanding  practice. 
New  office  close  to  hospital.  Michigan  State 
Medical  School  Campus.  Send  resume  to  2420 
First  Avenue  South,  Escanaba,  Ml  49829 -(906) 
786-1  563. 

RADIOLOGIST  BC/BE-Terre  Haute  Regional 
Hospital.  Quick  partnership,  excellent  income  and 
amicable  working  conditions.  Contact:  Benny  S.P. 
Ko,  M.D.,  2929  South  First  Street,  Terre  Haute, 
Ind.  47802. 

FAMILY  PRACTICE  FOR  SALE-Small  town,  high 
income.  Hospital  in  town,  OB/ER/  optional. 
Hospital  may  assist  financially.  Chicago  90 
minutes.  South  Bend  60  minutes.  Reply:  P.0.  Box 
93,  Valparaiso,  Ind.  46384. 

LOCUM  TENENS-Opportunities  available 
throughout  the  country.  Work  part-time  or  full- 
time, at  your  convenience.  Malpractice  insurance, 
housing  and  transportation  provided.  Contact: 
LOCUM  Medical  Group,  30100  Chagrin  Blvd., 
Cleveland,  OH  441 24  or  call  1 -800-752-551  5. 


RENT  LUXURIOUS  FLORIDA  condominium, 
Hutchinson  Island.  Two  bedroom,  two  bath.  On 
golf  course,  pool,  private  beach.  Call  Tom 
Stayton,  (31  7)  237-4535. 

PROFESSIONAL  OFFICE  & home  combination  for 
sale  or  lease  in  growing  Castleton-Geist  area.  In- 
creasing property  values  and  affluent  area.  Create 
excellent  future  at  7920  E.  82nd  St.  Approx- 
imately 7,000  square  feet.  Days  635-7766, 
evenings  257-5000,  weekends  844-4445. 

INTERNIST -Indianapolis  practice.  Seeking  intern- 
ist with  an  interest  in  geriatrics.  Excellent  salary 
and  benefits  including  CME  and  malpractice.  Flex- 
ible scheduling.  CV  to  Judy  Burnett,  4930  N. 
Pennsylvania,  Indianapolis,  Ind.  46205. 

CENTRAL  INDIANA-Seeking  director,  full-time 
and  part-time  physicians  for  58-bed  hospital 
emergency  department  within  one-hour  drive  of 
Indianapolis.  Attractive  hourly  compensation  and 
malpractice  insurance  provided.  Benefit  package 
available  to  full-time  physicians.  Contact 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Road,  Room  20,  Traverse  City,  Mich. 
49684  — 1 -800-253-1  795  or  in  Michigan 
1-800-632-3496. 

FAMILY  PRACTICE -BE/BC.  Southeastern  United 
States.  Urgent  care  practice.  Comprehensive 
benefits,  competitive  compensation  and  bonus. 
Malpractice  coverage,  advancement  potential  and 
flexible  scheduling.  Send  resume  to  James 
Hacker,  SEI  Health  Services,  7725  Little  Ave., 
Charlotte,  N.C.  28226  or  call  (704)  542-7100. 


TRANSITIONAL  YEAR  RESIDENCY  DIRECTOR- 

The  Fort  Wayne  Medical  Education  Program  is 
seeking  a transitional  year  residency  director.  This 
physician  will  be  responsible  for  the  transitional 
year  resident  activities,  curriculum  and  rotations 
at  Lutheran  Hospital,  Parkview  Hospital  and  St. 
Joseph  Medical  Center.  This  residency  is  a 
community-based,  university-affiliated,  ACGME 
accredited  program.  It  is  approved  for  four 
residents.  The  applicant  is  expected  to  present 
credentials  establishing  eligibility  to  apply  for  a 
clinical  appointment  with  Indiana  University 
School  of  Medicine.  Applicant  should  be  board 
certified  in  his/her  specialty  and  possess  a cur- 
rent unlimited  license  to  practice  medicine  in  In- 
diana. Inquiries,  credentials  and  curriculum  vitae, 
with  references,  to:  Search  and  Screen  Commit- 
tee, Transitional  Year  Residency  Director,  Fort 
Wayne  Medical  Education  Program,  2448  Lake 
Ave.,  Fort  Wayne,  Ind.  46805-121  9) 
422-6573. 

ILLINOIS  — Seeking  a BC/BE  orthopedic  surgeon, 
unlimited  potential,  fine  living  environment,  ex- 
cellent area  for  swimming,  boating,  fishing  and 
camping.  Position  carries  a first-year  income 
guarantee  in  the  range  of  $120,000.  Benefit 
package  included.  Contact  Bob  Suleski,  250 
Regency  Court,  Waukesha,  Wis.  53186-1  -800- 
338-7107. 

STAFF  PHYSICIAN,  Ball  State  University,  Mun- 
cie,  Ind. -Staff  physician  reports  to  the  director 
of  the  Student  Health  Center  and  provides  primary 
out-patient  diagnosis  and  treatment  for  regularly 
enrolled  students  and  limited  care  for  those  univer- 
sity employees  who  experience  job-related  in- 
juries. Counsels  students  about  healthy  lifestyle 
options,  rotates  with  other  physicians  for  night, 
weekend  call,  medical  care  for  students  confined 
to  the  in-patient  facility  and  coverage  at  univer- 
sity activities.  Participates  in  the  collegiate  com- 
munity and  maintains  liaison  with  local  physicians. 
M.D.  degree  and  Indiana  license  required;  several 
years  experience  in  primary  care  preferred.  Send 
letter  of  application  and  CV  to  Dr.  Douglas 
McConkey,  Vice-President  for  Student  Affairs, 
Administration  Building,  Room  213,  Ball  State 
University,  Muncie,  Ind.  47306.  Have  each  of 
three  people  send  letters  of  recommendation. 
Review  of  applications  begins  immediately  and 
continues  until  the  position  is  filled.  Applications 
are  actively  sought  from  women  and  other 
minorities.  Ball  State  University  practices  equal 
opportunity  in  education  and  employment. 


Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Only  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  ol  a truly  commercial  nature  (e.g.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  lor  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Bo  v number s are  not  available 

( barges: 

Indiana  physicians 

Out-of-state  physicians 

I lospitals/heall h care  facilities  . 

Realtors  commercial  recruitment 
and  till  others 

Deadline:  Six  weeks  preceding  month  of  publication. 

Payment  Procedure:  Payment  in  advance  is  not  required.  Invoices  and  tearshects 
arc  mailed  to  adv  erti  set's  upon  publication.  Inoi  \na  Mi  dic  ini  is  issued  on  the  10th  of 
each  month. 

Address:  l\m\\\  Mi  di<  i\i  , 3935  N.  Meridian  Si.,  Indianapolis,  Ind.  46208. 


25c  Avoid  ('65  min) 
35c  Avoid  ($7  min) 
. 50C/w ord  (S 1 0 min) 

. . 75c  w ord  ( S I 5 min) 
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GENERAL  SURGEON-Northwest  Indiana.  Start 
as  soon  as  possible.  Opportunity  for  independent 
practice  and  chance  for  moonlighting  in  local  ACC. 
Call  (219)  879-5400. 

FLORIDA-The  Palm  Beaches.  Full-time  positions 
in  ambulatory  care  centers  for  physicians  who  are 
burned  out  on  administering  a practice,  want  to 
treat  patients  and  enjoy  a quality  lifestyle.  Work 
3 to  4 days  and  average  42  hours  a week.  No 
night  call  or  hospital  obligations.  $70,000.  Ex- 
cellent benefits.  Malpractice  insurance  paid.  Re- 
quires Florida  license.  Send  resume  to  Professional 
Healthcare  Management,  P.0.  Box  1 5691,  W. 
Palm  Beach,  Fla.  33416. 


OBSTETRICS/GYNECOLOGY— Confidence  in  this 
opportunity’s  success  is  high  and  is  reflected  by 
the  income  guaranteed.  Northeastern  Midwest; 
100,000  in  metro  area.  Dynamic  400+  bed 
hospital  with  excellent  step-up  Level  1 nursery, 
state-of-the-art  technological  support,  Level  III 
nursery  within  20  minutes.  Complete  package  in- 
cludes malpractice  and  full  practice  management 
services.  Only  board  certified/board  eligible 
specialists.  Respond  in  confidence  to  Jim  Huber, 
Fox  Hill  Associates,  250  Regency  Court, 
Waukesha,  Wis.  53186-1-800-338-7107. 


SOUTH  BEND,  IND  —Family  practice  physician, 
D.O.,  BC/BE,  needed  for  the  OMNI  Center  for 
Women's  Health  and  Medicine.  Works  in  conjunc- 
tion with  a nurse  practitioner,  nutritionist, 
mammography  technician,  family  therapist  and 
support  staff.  The  center  provides  clinical  services 
of  a general  practice  with  a specialty  in  women's 
health,  mammography,  laboratory,  resource 
library  and  educational  programs.  Competitive 
salary  and  benefits.  Excellent  educational,  cultural 
and  recreational  opportunities.  Near  Chicago.  Con- 
tact Karen  Dupuis  at  (219)  282-3100. 

AVAILABLE  FOR  LEASE-Approximately  2,400 
square  feet  of  professional  space  located  near  the 
junction  of  Route  30  and  1-65  in  Merrillville,  Ind. 
Office  decor  is  extraordinary  and  the  office  is  now 
fully  furnished.  Furnishings  can  be  leased,  pur- 
chased or  removed.  Although  the  space  is  ideal 
for  a solo  or  small  group  practice,  the  space  could 
also  be  used  on  a time  share  basis.  Personnel  can 
be  provided.  The  office  layout  also  extends  itself 
to  nonmedical  use.  For  additional  information, 
please  call  Nancy  Tuskey  at  (219)  232-4694. 

CARDIOLOGIST  BC/BE -Clinician  needed  to  join 
two  board  certified  cardiologists  in  private  prac- 
tice in  Indiana.  All  diagnostic  and  therapeutic 
modalities  available.  Practice  includes  angioplasty 
and  permanent  pacemakers.  Medium-size  city 
with  excellent  housing  opportunities.  Financial 
package  includes  salary,  productivity  incentive 
and  partnership  option  at  end  of  second  year.  Posi- 
tion available  immediately.  Contact  Thomas  F. 
Orman,  M.D.,  F.A.C.C.  1655  N.  Seventh  St., 
Terre  Haute,  Ind.  47804  or  (81  2)  232-5727. 

IMMEDIATE  CARE  PHYSICIANS  WANTED- Need 
to  be  trained  and/or  experienced  in  areas  of 
medicine  which  deal  with  acute/urgent  care,  such 
as  minor  trauma,  acute  illnesses  and  injuries,  and 
physical  exams  in  all  age  groups.  No  hospital 
work.  Greater  Indianapolis  area.  Well  known 
group.  Good  salary/fringe  benefit  package.  Con- 
tact: Michael  D.  Bishop,  M.D.,  FACEP,  Emergency 
Care  Physicians,  640  S.  Walker  St.,  Ste.  A, 
Bloomington,  IN  47401  -(81  2)  333-2731. 

EMERGENCY  MEDICINE  POSITION  AVAILABLE: 

Excellent  opportunity  for  experienced  emergency 
physician  to  join  career  emergency  group  practic- 
ing in  northwestern  Indiana,  near  Chicago.  Please 
contact  Debbie  Carsky  at  (312)  327-0777. 


FAMILY  PRACTICE  PHYSICIAN -Bourbon,  In- 
diana. Opportunity  to  begin  practice  in  a town  of 
approximately  2,000  residents.  Central  location 
within  one  hour  of  Fort  Wayne  and  South  Bend. 
Remodeled  1,800  square  foot  office  building 
ready  for  immediate  occupancy.  Contact:  Jerry 
Bozek,  Administrator,  Community  Hospital  of 
Bremen,  Bremen,  Indiana  46506-1219) 
546-2211. 

BE  A PART  of  an  exciting  new  community 
developing  in  north-central  Indiana.  A professional 
complex  intended  to  house  medical/dental 
specialists  is  currently  under  construction.  Rapidly 
growing  population  of  middle  and  upper  class 
residents.  Office  space  can  be  built  to  your 
specifications.  Contact  JCM  Realty:  (219) 
232-2314. 

EMERGENCY  PHYSICIAN  — Excellent  opportunity 
for  experienced  Emergency  Physician.  Full-time 
position  available  in  three-man  group  expanding 
to  four.  Guaranteed  rate  of  compensation. 
Malpractice  insurance  provided.  1 50  bed  hospital 
with  1 5,000  ER  patients  per  year.  C/O  Mark  G. 
Doyle,  M.D.,  1 000  N.  1 6th  Street,  New  Castle, 
Indiana  47362.  31  7-521-11  59. 

BE/BC-Two  adult  neurologists,  one  pediatric 
neurologist  for  large  neurological  group  in 
Southeast.  Salary  and  benefits  including  malprac- 
tice and  relocation.  Clinical  experience  in  EEG, 
EMG,  evoked  response,  Doppler  ultrasound.  Send 
resume  to  SEI  Health  Services,  7725  Little  Ave., 
Charlotte,  N.C.  28226,  or  call  James  Hacker  at 
(704)  542-7100. 

CENTRAL  INDIANA-Physician-owned  emer 
gency  group  accepting  applications  for  full-time, 
career-oriented  emergency  physicians.  Flexible 
work  schedules  and  excellent  benefit  package. 
Part-time  and  Directorship  positions  also  available. 
Send  CV  or  contact  Sherry  Bussel,  Midwest 
Medical  Management,  Inc.,  528  Turtle  Creek, 
North  Drive,  Suite  F-4,  Indianapolis,  IN 
46227-131  7)  783-7474. 

BC/BE  PEDIATRICIAN  WANTED  to  associate  with 
busy  primary  care  pediatrician.  Salary  leading  to 
partnership.  Excellent  300-bed  hospital.  Ample 
coverage  available  for  time  off.  Send  resume/CV 
to  R.  Lee  Walton,  M.D.,  1 251  Kern  Road,  Marion, 
IN  46952. 


PRIVATE  PRACTICE  PSYCHIATRIST  — Exellent 
opportunity  for  BE/BC  psychiatrist  to  join  as 
associate,  later  partner,  a busy  solo  practitioner. 
Contact  Hanus  J.  Grosz,  M.D.,  F.A.C.P.,  1950 
W.  86th  St.,  Suite  104,  Indianapolis,  Ind. 
46260-131  7)  872-3599. 

NEED  INTERNIST,  board  certified  or  board  eligible, 
to  work  in  the  general  medicine  clinic  and 
emergency  room  at  the  V. A.  Medical  Center  in  In- 
dianapolis. Will  consider  applicants  who  have 
completed  family  practice  or  emergency  medicine 
training  programs.  Possibility  of  academic  appoint- 
ment and  administrative  responsibilities.  If  in- 
terested, please  send  letter  and  C.V.  to  Kenneth 
E.  Klotz  Jr.,  M.D.,  (1 1 A)  ACOS  for  Ambulatory 
Care,  Richard  L.  Roudebush  V.A.  Medical  Center, 
1481  W.  10th  St.,  Indianapolis,  Ind.  46202  — 
(317)  635-7401,  ext.  2533. 

40-YEAR  FAMILY  PRACTICE  with  building  for 
sale.  Two  excellent  hospital  facilities  near.  Call: 
(31  7)  643-3565  or  (317)  644-5073,  Anderson, 
IN. 
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Physician  Placement  Service 

Physicians  or  residents  seeking 
practice  opportunities  may  list  their 
curriculum  vitaes  with  the  Physician 
Placement  Service  at  no  charge. 

PPS  acts  as  a clearinghouse  for 
communication  between  physicians 
and  recruiters  such  as  hospitals,  clin- 
ics and  physician  groups.  Since  its 
establishment  in  1987,  PPS  has 
assisted  many  physicians  in  locating 
practice  situations. 

For  more  information,  contact 
Denise  Le  Doux,  PPS  coordinator, 
Indiana  State  Medical  Association, 
(317)  925-7545  or  1-800-382-1721. 


Are  You  Moving? 

If  so  please  send  change  of  address  (o  Membership 
Depl.,  ISMA,  3935  V Meridian  St.,  Indianapolis 
Ind.  46208,  at  least  six  weeks  before  you  move. 

Name 

Address  

Oils  _ Slate Zip 

County  

Tel:  Oftice  Tel:  Home  


IMPORTANT — Attach  mailing  label  from  your  last 
copy  of  Indiana  Medicine  here. 
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In  accepting  advertising  for  publication,  Indiana 
Medicine  has  exercised  reasonable  precaution  to  insure 
that  only  reputable,  factual  advertisements  are  included. 
However,  we  do  not  have  facilities  to  make  comprehen- 
sive or  complete  investigation,  and  the  claims  made  by 
advertisers  in  behalf  of  goods,  services  and  medicinal 
preparations,  apparatus  or  physical  appliances  are  to  be 
regarded  as  those  of  the  advertisers  only.  Neither  sane 
tion  nor  endorsement  of  such  is  warranted,  stated  or  im- 
plied by  the  association. 
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In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose* 1 


First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protea  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /err 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /r> 

25  mg  amitnptyline  (as  the  hydrochloride  salt)  vX- 


teferences:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  VP, 
ff  ah  Psychopharmacology  67:21 7-225,  Mar  22, 1979. 


Limbitrol*® 

tranquilizer— Antidepressant 

lefore  prescribing,  please  consult  complete  product  information,  a summary  of  which 

OllOWS: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
it f oncomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
| shase  following  myocardial  infarction. 

Varnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau 
oma.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 

i i'ascular  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
pfarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
atients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
lazardous  occupations  requiring  complete  mental  alertness  (e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 
iVithdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
ines  (see  Drug  Abuse  and  Dependence) . 

Tecautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
pose  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ieation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
itnction  tests  and  blood  counts  recommended  dunng  prolonged  treatment.  Amitriptyline  may 
lock  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
feed  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
evolving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs, 
se  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
dditive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
psential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
re  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
Usage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
pnsult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular v Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro 
logic . Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic . Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruntus.  Hematologic . Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti 
nal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowenng  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.  Headache, 
weight  gain  or  loss,  increased  perspiration,  unnary  frequency,  mydnasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  penods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tteat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitnptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitnptyline  (as  the  hydrochlonde 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701  o 

p rvo  q u 


In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 
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STETHOSCOPE 


J EXAMINING 
STATE  & NATIONAL 
MEDICAL  ISSUES 


Four  of  seven  Republicans  who  will  serve  on  the  reconstituted  Senate  Labor  and  Human  Resources 
Committee  will  be  new  appointees.  Among  them  is  Indiana's  newly  appointed  Sen,  Dan  Coats.  Sen. 
Edward  Kennedy  has  been  reappointed  as  chairman  of  the  committee.  Three  other  members  of  the 
committee.  Sen.  David  Durenberger,  R-MN,  Nancy  Kassebaum,  R-KS,  and  Paul  Simon,  D-IL,  plan  to 
reintroduce  a concurrrent  resolution  opposing  cuts  in  Medicare  Part  A.  AMA  is  on  record  in  opposition  to 
this  continuing  resolution  because  it  would  only  serve  to  increase  Congressional  efforts  to  cut  Medicare 
Part  B (physician)  payments.  The  goal  of  the  cuts  is  to  reach  budget  deficit  reduction  targets  in  1990. 

AMPAC  initial  Candidates  Workshop  of  1989  will  be  March  3-4  at  the  Four  Seasons  Hotel  in 
Houston.  The  workshop  is  designed  for  physicians  and  spouses  who  are  interested  in  running  for  public 
elective  office  at  the  local,  state  or  national  level.  The  faculty  for  the  program  includes  high-level  political 
figures,  national  consultants  and  AMPAC  staff.  Physicians  and  spouses  interested  in  registering  for  the 
workshop  should  call  Nancy  Warren  at  AMPAC,  (202)  789-7460.  AMPAC  will  pay  half  the  airfare  for 
AMA  members  and  their  spouses  and  also  will  pay  all  costs  of  registration,  scheduled  meals  and  hotel 
rooms. 

One  of  the  emerging  health  issues  is  a hazard  of  our  environment  - radon.  The  AMA  is  joining  with 
the  EPA  and  various  state  medical  associations  to  sponsor  a series  of  seminars  in  1989  for  health  and 
science  professionals  and  community  leaders.  The  seminars  will  cover  the  health  effects  and  the  personal 
and  public  concerns  raised  when  radon  is  discovered  in  a community.  The  first  Educational  Day  on  Radon 
is  Feb.  18  in  Phoenix.  Others  will  be  held  in  Denver,  Boston  and  Nashville.  Registration  is  $15.  Six 
hours  of  continuing  medical  education  credits  are  offered  for  the  seminars.  Call  Vicki  Grosso,  Science  and 
Technology,  AMA,  (312)  645-4574. 

IN  INDIANA... 

More  Hoosiers  smoke  today  than  they  did  in  1986.  Indiana  ranked  the  fourth  highest  in  smokers  in  a 
32-state  national  survey.  Only  Kentucky,  Missouri  and  West  Virginia  ranked  higher. 
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The  statistics  from  the  1987  Behavioral  Risk  Factor  Survey  were  announced  by  State  Health 
Commissioner  Woodrow  Myers,  Jr.,  M.D.,  at  a news  conference  Jan.  1 1 to  gain  media  attention  for  three 
tobacco  bills  that  have  been  introduced  into  the  Indiana  General  Assemby.  The  bills  would  prohibit 
tobacco  sales  from  vending  machines;  require  all  public  places  to  have  designated  non-smoking  areas;  and 
prohibit  smoking  in  hospitals  except  with  a physician's  written  order  and  in  health  facilities  except  upon  a 
waiver  from  the  State  Board  of  Health.  All  the  bills  are  part  of  the  legislative  package  supported  by  ISMA 
through  its  House  of  Delegates.  The  initiative  is  part  of  ISMA's  Tobacco-Free  Society  efforts. 

If  the  House  Public  Policy  Committee  has  anything  to  say  about  it,  Indiana  may  again  have  a 
motorcycle  helmet  law.  In  a hearing  Jan.  12,  the  committee  voted  7-2  in  favor  of  reinstating  a law  that 
would  require  all  motorcyclists  to  wear  helmets.  ISMA's  House  of  Delegates  voted  in  1985  to  support 
reinstatement  of  the  motorcycle  helmet  law.  It  has  taken  this  long  for  such  a bill  to  make  this  much 
progress  through  the  legislature.  ISMA  will  continue  to  monitor  the  progress. 

More  than  90  Montgomery  County  Medicare  recipients  have  now  been  certified  for  the  Medicare 
Assistance  Program  (MAP).  The  pilot  program  got  underway  last  November  as  a vehicle  to  improve  low 
income  older  persons'  access  to  medical  care.  Under  the  program,  Montgomery  County  physicians  have 
agreed  to  accept  the  Medicare  allowed  amount  as  payment  in  full  for  older  persons  whose  incomes  are  at 
150  percent  of  the  federal  poverty  level.  Volunteers  from  local  aging  groups  certify  applicants  for  the 
program.  Those  accepted  receive  a card  to  show  their  doctor  when  they  seek  medical  treatment. 
Certification  of  MAP  applicants  will  continue  this  month  in  several  rural  areas  of  the  county.  The  response 
from  the  public  and  the  media  to  this  program  has  been  very  favorable. 

ISMA's  second  annual  leadership  conference  March  1 1-12  will  include  a briefing  on  the  Indiana 
General  Assembly,  a risk  management  seminar,  intervention  training,  a seminar  on  grassroots  lobbying 
and  a managing  the  media  workshop.  The  goal  of  the  conference  is  to  enhance  the  leadership  skills  of 
state,  district  and  county  officers.  Brochures  have  been  sent  to  all  ISMA  officers,  trustees,  alternate 
trustees  and  to  county  medical  society  leaders.  If  you  did  not  receive  a brochure  and  would  like  to  attend, 
call  Denise  Le  Doux  at  ISMA  , (317)  925-7545. 
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CHARLES  A.  HONSETT,  M.I).,  Indianapolis 


The  memorial  to  Dr.  John  S.  Bobbs  was  originally  located  in  the  Central  Library 
in  Indianapolis. 


The  first  page  of  The  Indiana- 
polis News  Oct.  11,  1917,  issue 
featured  the  following  headline: 

BOBBS  MEMORIAL 
TABLET  DEDICATED 

Ceremonies  Held  in  Medical  Section 
of  the  New  Public  Library 
Speakers  Join  in  Tribute 

Dr.  Jameson,  Lewis  Howland  and 
Dr.  Gobin  Praise  Work  of 
Illustrious  Surgeon 

“In  memory  of  Dr.  John  Stough 
Bobbs,  founder  of  the  city  dispensary, 
a tablet  bearing  the  inscription,  'Il- 
lustrious surgeon,  patriotic  citizen,  self- 
sacrificing  benefactor,  servant  of  God, 
through  service  to  mankind,'  was 
dedicated  this  afternoon  at  the  new 
public  library. 

“The  ceremonies  were  held  in  the 
medical  section  of  the  library,  at  the 
east  end  of  the  main  corridor  where  the 
tablet  was  put  in  place.  Associates  and 
followers  of  Dr.  Bobbs  in  the  old  In- 
diana Medical  College,  who  contributed 
to  buy  the  tablet,  participated  in  the 
exercises,  which  were  largely 
attended. 

“The  tablet,  aside  from  its  silent 
tribute  of  appreciation  to  Dr.  Bobbs, 
is  expected  by  its  sponsors  to  be  a 
source  of  pride  to  Indianapolis 
residents  because  it  is  the  work  of  Gut- 
zon  Borglum,  among  the  foremost 
sculptors  of  the  day,  who  now  is  engag- 
ed in  carving  a whole  army  into  a 
mountainside  near  Atlanta,  Ga.  . 

“Dr.  Jameson  in  his  introductory  ad 
dress  said,  ‘We  are  assembled  today  in 
this  noble  library  to  dedicate  a 
memorial  to  Dr.  John  Stough  Bobbs, 
whose  life  and  work  will  thereby  be 
kept  imperishably  before  us.  This 
tablet  is  placed  here  in  grateful  remem 
brance  by  his  colleagues  in  the  institu 
tion  of  which  he  was  one  of  the 
founders. 


Seventy-one  years  have  passed  since 
that  dedication.  Everyone  who  had  par 
ticipated  in  the  occasion,  including  Gut- 
zon  Borglum,  is  gone,  but  history  will 
soon  repeat  itself. 

Ceremonies  will  be  held  soon  in  a 
new  library  building  at  the  Indiana 
University  Medical  Center,  and  the 
sponsors  of  the  event  expect  the  Bobbs 
memorial  not  only  to  continue  as  a 
silent  tribute  of  appreciation  to  Dr. 
Bobbs  but  also  to  be  a source  of  pride 
to  Indiana  residents  because  it  is  the 
work  of  Gutzon  Borglum,  the  American 
sculptor  who  carved  Mount  Rushmore 
in  South  Dakota. 

Everyone  knows  of  Mount 
Rushmore  and  its  four  gigantic  faces 
of  George  Washington,  Thomas  Jeffer 
son,  Abraham  Lincoln  and  Theodore 
Roosevelt.  But  not  everyone 
recognizes  the  name  of  Gutzon 
Borglum  or  associates  his  name  with 
this  famous  monument. 

Other  well  known  works  of  Borglum 
include  the  Mares  of  Diomedes  in  New 
York  City’s  Metropolitan  Museum  of 
Art;  the  head  of  Lincoln  in  the  rotunda 
of  the  Capitol  in  Washington,  D.C.;  the 
statues  of  General  Sheridan  in  Chicago 
and  Washington,  D.C;  and  North 
Carolina’s  memorial  statue  at  Gettys- 
burg. The  bas-relief  memorial  to  Dr. 


Bobbs  is  the  only  example  of  Borglum’s 
work  in  Indiana. 

Gutzon  Borglum  was  born  in  St. 
Charles,  Idaho,  near  the  Utah  border 
in  1867.  His  father,  a frontier  physician, 
made  his  daily  rounds  in  a horse-drawn 
buggy,  often  with  Gutzon  at  his  side. 
By  age  11,  Gutzon  was  efficient  in  ap- 
plying a rope  tourniquet,  holding  a 
wound  open  while  his  father  picked  out 
the  buckshot  and  assisting  with  other 
medical  and  surgical  emergen- 
cies. 

It  wasn’t  his  father’s  profession, 
however,  for  which  Gutzon  felt  an  af- 
finity, but  rather  his  father’s  artistic 
skill  as  a wood  carver.  Gutzon  had  a 
natural  aptit  ude  for  art  and  an  innate 
self-developed  skill  that  enabled  him  to 
become  self-supporting  by  the  time  he 
reached  adulthood.  He  studied  in 
France  and  was  made  a member  of  the 
National  Society  of  Beaux  Arts  with 
a prize-winning  painting.  He  then 
began  sculpting  and  came  under  the  in 
fluence  of  Auguste  Rodin. 

After  returning  to  America,  he  open- 
ed a studio  in  California.  Most  of  his 
time  was  spent  doing  commissions  un- 
til he  died  in  1941  at  the  age  of  74. 

The  committee  that  was  responsible 
for  the  Bobbs  plaque  consisted  of  Dr. 

CONTINUED  ON  PAGE  99 


98 


Indiana  MEDiciNE/February  1989 — Vol.  82,  No  2 


Museum  Notes 

CONTINUED  FROM  PAGE  98 


Henry  Jameson,  Dr.  A.W.  Brayton,  Dr. 
W.N.  Wishard,  Dr.  John  H.  Oliver  and 
Dr.  Frank  B.  Wynn.  No  record  of  the 
committee’s  contact  to  Borglum  has 
been  found.  The  final  statement  on  the 
Bobbs  plaque  is  a quotation  from  Ec- 
clesiasticus  XXXViii:  3,  which  also  ap- 
pears as  the  final  statement  in  the  last 
article  Dr.  Wynn  ever  wrote,  published 
in  the  April  1922  issue  of  THE  JOURNAL 
OF  THE  INDIANA  STATE  MEDICAL 
ASSOCIATION,  just  a few  months  before 
his  death:  “The  skill  of  the  physician 
shall  lift  up  his  head  and  in  the  sight 
of  great  men  he  shall  be  praised.” 
This  quotation  is  appropriate  not 
only  to  Dr.  Bobbs  but  to  all  these  physi- 
cians for  their  respective  roles  in  the 
practice  of  medicine  and  the  develop- 
ment of  medical  education  in  Indiana. 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbtne-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  “ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr,  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Mallinckrodt,  Inc.  has  introduced  an 
advanced  line  of  PTCA  guiding 
catheters  designed  to  provide  a larger 
inside  diameter  and  improved  handling 
characteristics  during  angioplasty  pro- 
cedures.  The  new  SOFTOUCH® 
Guiding  Catheter  offers  the  largest  in- 
ternal diameter  of  any  8F  guiding 
catheter  for  improved  handling  and 
greater  contrast  media  flow.  Mallin 
ckrodt  has  also  introduced  Clear- 
Shot  1M  Angioplasty  Balloon  Inflation 
Device. 

Hewlett-Packard  h as  introduced  a 
ventricular  angiography  workstation 
that  provides  automated  calculations 
and  reports.  This  personal  computer 
workstation,  which  costs  about  $14,950, 
calculates  ventricular  volumes/indices, 
ejection  fraction,  stroke  volume/index 
and  segmental  wall  motion  values.  Its 
serial  number  is  5659A. 

The  Upjohn  Co.  recently  received 
clearance  from  the  U.S.  Food  and  Drug 
Administration  to  market  Ansaid 
tablets  for  the  acute  and  long-term 
treatment  of  rheumatoid  arthritis  and 
osteoarthritis.  Ansaid  contains  flur- 
biprofen and  is  the  newest  of  the 
nonsteroidal,  anti  inflammatory 
medications  to  be  introduced  in  the 
United  States.  Clinical  studies  show 
flurbiprofen  to  be  effective  at  much 
lower  doses  than  ibuprofen  and  aspirin 
in  inhibiting  the  body’s  production  of 
prostaglandins,  which  produce  inflam 
mation.  The  drug  should  be  used  with 
caution  in  patients  with  current  or  past 
kidney  or  liver  problems. 

The  Network  for  Continuing  Medical 
Education  has  released  a new  video 
that  advises  physicians  on  medical  risk 
management.  The  new  telecourse  was 
released  in  January  to  help  physicians 
understand  medical  risk  management 
issues  and  how  to  deal  with  them.  The 
video  advises  physicians  on  how  to 
identify  critical  risk  exposure,  develop 
appropriate  charting  techniques,  ad 
dress  a jury  if  a case  goes  to  litigation 
and  what  comprises  a legal  informed 
consent. 


News  of  what  is  new  in  the  medical 
supply  industry  is  composed  of  abstracts 
from  news  releases  by  book  publishers 
and  manufacturers  of  pharmaceuticals, 
clinical  laboratory  supplies,  instruments 
and  surgical  appliances.  Each  item  is 
published  as  news  and  does  not  neces- 
sarily constitute  an  endorsement  of  a 
product  or  recommendation  for  its  use 
by  Indiana  Medicine  or  by  the  Indiana 
State  Medical  Association. 


Bristol-Myers  Oncology  Division 
recently  received  approval  from  the 
U.S.  Food  and  Drug  Administration  to 
market  Platinol®  AQ,  an  aqueous  for- 
mulation of  Platinol®  (cisplatin).  The 
new  formulation  is  a broad  spectrum 
chemotherapeutic  agent  used  in  com- 
bination chemotherapy  regimens  for 
the  treatment  of  metastatic  testicular 
tumors,  metastatic  ovarian  tumors  and 
advanced  bladder  cancer.  Platinol®  - 
AQ  comes  in  a protective  package  that 
contains  spills  in  the  event  of  breakage. 

The  SafeSkinrM  Corporation  recent- 
ly announced  it  will  produce  latex  ex- 
amination gloves  in  a new  state-of-the- 
art  plant  located  in  Malaysia,  where 
most  of  the  world’s  latex  is  produced. 
When  the  plant  is  completed,  it  will  be 
able  to  produce  60  million  gloves  a 
month,  or  5%  of  the  U.S.  glove  market. 
The  use  of  examination  gloves  has 
greatly  increased  in  the  United  States 
because  of  the  AIDS  epidemic. 

Roerig,  a division  of  Pfizer  Pharma 
ceuticals,  reports  that  cefoperazone 
(Cefobid®,  Roerig)  in  combination  with 
tobramycin  is  effective  against  infec- 
tions caused  by  gram  negative  and 
gram  positive  bacteria,  which  are  in- 
creasing with  hospitalized  cancer  pa- 
tients. The  random  study  compared  the 
efficacy  and  toxicity  of  cefoperazone 
plus  tobramycin  and  the  Cancer 
Center’s  standard  regimen  of  ticarcillin 
plus  tobramycin  as  empiric  therapy  for 
febrile  cancer  patients.  Cefobid  is  a 
third-generation  cephalosporin  that  is 
administered  either  intravenously  or 
intramuscularly. 


Hewlett-Packard  has  introduced  a 
new  family  of  electrocardiogram 
safety-connector  cables  designed  for 
patient  safety  and  user  convenience. 
The  new  cables  enhance  the  perform- 
ance of  Hewlett-Packard’s  patient- 
monitoring systems,  delivering  a clear 
trace  consistently  and  reliably.  The 
cable  has  rugged  construction,  in- 
dividual replacement  leads  and  a 
variety  of  leadset  options.  The  prices 
range  from  $25  to  $100.  The  cables  are 
expected  to  be  available  March  1. 

Warner-Lambert  Co.  received  ap 
proval  from  the  U.S.  Food  and  Drug 
Administration  to  market  Cholybar 
(cholestyramine  resin  bar),  which  is 
used  to  lower  blood  cholesterol.  Unlike 
the  powdered  form  of  cholestyramine 
resin,  this  unique  product  is  a flavored, 
chewable  bar  of  cholestyramine,  a drug 
that  reduces  the  incidence  of  heart  at- 
tack and  other  forms  of  coronary  heart 
disease.  Cholybar  is  the  only  chewable 
prescription  bar  on  the  market. 

Schering-Plough  Corp.  received  ap 
proval  from  the  U.S.  Food  and  Drug 
Administration  to  market  Intron  A,  a 
recombinant  interferon  alfa-2b  used  in 
the  treatment  of  AIDS-related  Kaposi’s 
sarcoma.  Schering  also  announced  that 
it  will  limit  the  annual  cost  of  Intron 
A treatment  and  provide  Intron  A 
treatment  for  financially  indigent 
Kaposi’s  sarcoma  patients. 

Buraff  Publications  introduced 

Emergency  Department  Law , a new 
biweekly  newsletter  that  provides  in- 
formation to  help  emergency  depart- 
ments become  “malpractice  proof.”  The 
publication  is  written  by  a practicing 
emergency  physician  who  is  also  an  at- 
torney and  risk  manager.  It  is  design- 
ed for  emergency  physicians,  ED 
nurses,  risk  managers,  EMS  personnel, 
hospital  administrators  and  hospital 
trustees.  To  subscribe  to  Emergency 
Department  Law,  write  Buraff  Publica- 
tions, 2445  M Street  N.W., 
Washington,  D.C.,  20037  or  call  (202) 
452-7889. 
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JJOWDBS  MtLS 


Indiana  University  CME 

The  Indiana  University  School  of 
Medicine  will  sponsor  the  following 
continuing  medical  education  courses 
for  February,  March  and  April: 

Feb.  20:  Multidisciplinary  Approach 
to  the  Pediatric  Hearing-Impaired 
Population,  University  Place  Ex- 
ecutive Conference  Center  and  Hotel, 
Indianapolis. 

March  2:  Infectious  Diseases,  Reid 
Memorial  Hospital,  Richmond,  Ind. 

March  15:  Ob/Gyn  Update,  Univer- 
sity Place  Executive  Conference 
Center  and  Hotel,  Indianapolis. 

March  17:  Neurologic  Update, 
University  Place  Executive  Con- 
ference Center  and  Hotel,  Indianapolis. 

March  18-19:  Annual  Meeting,  In- 
diana Society  of  Anesthesiologists  and 
Anesthesia  Update,  University  Place 
Executive  Conference  Center  and 
Hotel,  Indianapolis. 

March  22:  Stroke  Workshop, 
Wishard  Memorial  Hospital,  Myers 
Auditorium,  Indianapolis. 

March  29:  Dermatology  Update  for 
the  Non-Dermatologist,  University 
Place  Executive  Conference  Center 
and  Hotel,  Indianapolis. 

March  30-31:  1989  Symposium  on 
Mammography  and  Breast  Ultrasound, 
University  Place  Executive  Con- 
ference Center  and  Hotel,  Indianapolis. 

April  10-14:  Electrocardiographic  In 
terpretation  of  Complex  Arrhythmias: 
A Physiological  Approach,  Krannert 
Institute,  Indiana  University  Medical 
Center,  Indianapolis. 

April  19:  Pulmonology  Course, 
University  Place  Executive  Con 
ference  Center  and  Hotel,  Indianapolis. 

April  20:  Sports  Medicine,  Reid 
Memorial  Hospital,  Richmond,  Ind. 

April  20-21:  12th  Annual  Arthur  B. 
Richter  Conference:  Post  Traumatic 
Stress  Disorders  in  Children  and 
Adolescents,  University  Place  Ex- 
ecutive Conference  Center  and  Hotel, 
Indianapolis. 

For  further  information  on  these 
CME  programs,  call  Melody  Dian, 
assistant  director,  Continuing  Medical 
Education,  (317)  274-8353. 


The  Journal  ol  the  Amencan  Medical  Associa 
tion  publishes  a list  of  CME  courses  for  the 
United  States  twice  yearly.  The  January  listing 
features  courses  offered  from  March  through 
August,  the  July  listing  features  courses  offered 
from  September  through  February 


Allergy  and  Immunology 

The  45th  annual  meeting  of  the 
American  Academy  of  Allergy  and  Im- 
munology will  be  Feb.  24  to  March  1 
in  San  Antonio,  Texas.  The  conference 
will  address  the  latest  developments 
in  and  treatment  techniques  for 
asthma,  and  allergic  and  immunologic 
diseases. 

For  additional  information,  call 
Sarah  E.  Kaluzny  at  (414)  272-6071. 

University  of  Wisconsin  CME 

The  University  of  Wisconsin  School 
of  Medicine  has  announced  two  upcom 
ing  continuing  medical  education 
programs. 

“Comprehensive  Management  of 
Chronic  Respiratory  Problems”  is  the 
title  of  the  March  16-17  program  at  the 
Sheraton  Inn  and  Conference  Center 
in  Madison.  Group  sessions  will  ad- 
dress the  management  of  patients  with 
chronic  respiratory  problems. 

An  “Update  in  Internal  Medicine" 
will  be  April  8 at  the  University  of 
Wisconsin  Clinical  Science  Center  in 
Madison. 

For  information,  contact  Cathy 
Means,  Continuing  Medical  Education, 
2715  Marshall  Court,  Madison,  Wis. 
53705 -(608)  263-6637. 

Nil!  Conference 

The  National  Institute  of  Dental 
Research  and  the  National  Institutes 
of  Health  will  conduct  a Consensus 
Development  Conference  on  “Oral 
Complications  of  Cancer  Therapies: 
Diagnosis,  Prevention  and  Treatment.” 
The  conference  will  be  April  17 
through  19  in  Bethesda,  Md. 

For  information,  call  (301) 
468-MEET. 


Methodist  Hospital  CME 

Feb.  18:  Fracture  Management, 
Methodist  Hospital. 

Feb.  22:  Worker’s  Compensation 
Program  for  Physicians,  Methodist 
Hospital,  auditorium. 

March  10  12:  5th  Annual  Symposium 
on  SWL:  Urinary  and  Biliary,  Westin 
Hotel. 

April  7-8:  Advanced  Cardiac  Life 
Support,  Methodist  Hospital,  Wile 
Hall. 

April  21-22:  Advanced  Trauma  Life 
Support,  Methodist  Hospital,  Wile 
Hall. 

April  28-29:  Gynecology  Symposium, 
Methodist  Hospital. 

May  12:  1989  Overview  of  Solid 
Organ  Transplantation,  Hyatt 
Regency,  Indianapolis. 

May  18-19:  24th  Annual  Batman  Lec- 
ture, Methodist  Hospital,  auditorium. 

June  29-30:  15th  Annual  Wishard 
Lecture,  Methodist  Hospital. 

For  information,  contact  Dixie 
Estridge,  CME  Coordinator,  Methodist 
Hospital  of  Indiana,  Graduate  Medical 
Center,  1701  N.  Senate  Blvd.,  P.O.  Box 
1367,  Indianapolis,  Ind.  46206  — (317) 
929-3733. 

University  of  Michigan  CME 

The  Office  of  Continuing  Medical 
Education  of  the  University  of 
Michigan  Medical  School  is  sponsoring 
an  upcoming  course  titled,  “The 
Restenosis  Summit:  An  International 
Symposium  with  Live  Demonstra- 
tions." 

This  two-day  symposium  will  bring 
together  more  than  20  leading  scien- 
tists and  clinical  investigators  to 
discuss  future  prospects  and  strategies 
for  reducing  recurrence  after  coronary 
angioplasty.  The  summit  will  be  May 
11  and  12  at  the  Towsley  Center  in  Ann 
Arbor,  Mich. 

For  additional  information,  contact 
Debra  DeSmyther,  Program  Assistant, 
Office  of  CME,  Towsley  Center-Box 
0201,  University  of  Michigan  Medical 
School,  Ann  Arbor,  Mich.  48109-0201 
or  call  (313)  763-1400. 
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cefaclor 
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For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mflueniae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci) 
Contraindication'  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  be  administered  cautiously  to  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  ol  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions;  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea)  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  'eported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehlmg's 

solution  and  Climtest1*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly)  iteumi 

Additional  information  available  from  PV  2351  AMP 

Eh  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 
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Indian  \ Medicine  offers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the 
faculty  of  the  Indiana  University 
School  of  Medicine.  The  program  is 
coordinated  and  supported  by  a 
grant  from  the  school's  Division  of 
Continuing  Medical  Education. 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Indiana  University  School  of 
Medicine  certifies  that  this  CME  ac- 
tivity meets  the  criteria  for  one 
credit  hour  in  Category  1 for  the 
Physician's  Recognition  Award  of 
the  American  Medical  Association, 
provided  it  is  used  and  completed 
as  designated. 

To  obtain  Category  1 credit  for 
this  month’s  article,  complete  the 
quiz  on  page  135. 


Systemic  Side  Effects  of 
Glaucoma  Medications 


LOUIS  B.  CANTOR.  M.D. 
Indianapolis 


Correspondence  and  reprints:  Louis  B.  Can 
tor,  M.D.,  Indiana  University  School  of 
Medicine,  Department  of  Ophthalmology, 
1001  W.  10th  St.,  Indianapolis,  Ind.  46202 


FOUR  CLASSES  of  drugs  are 
commonly  used  to  treat  glau- 
coma: parasympathomimetic 
agents  (pilocarpine,  Phospholine 
Iodide),  sympathomimetic  agents 
(epinephrine,  Propine),  beta  adrenergic 
blocking  agents  (Tinioptic,  Betoptic, 
Betagan),  and  carbonic  anhydrase  in- 
hibitors (Diamox  and  Neptazane).  A 
wide  variety  of  local  and  systemic  side 
effects,  which  may  be  mild,  severe  or 
fatal,  may  be  associated  with  any  one 
of  these  classes  of  medications.  Since 
the  carbonic  anhydrase  inhibitors  are 
taken  orally,  the  systemic  side  effects 
associated  with  these  drugs  are  more 
widely  appreciated.  However,  since  the 
parasympathomimetic,  sympathomi 
metic  and  beta  adrenergic  blocking 
agents  are  all  used  in  drop  form, 
neither  the  patient  nor  the  physician 
commonly  considers  them  as  a cause 
of  systemic  problems,  when  in  fact 


these  agents  frequently  may  cause  a 
wide  variety  of  systemic  side  effects. 
It  is  essential  that  the  use  of  these 
medications  be  known  to  the  patient 
and  the  patient’s  physicians,  and  poten- 
tial side  effects  be  known  and  recog 
nized  when  they  occur. 

Parasympathomimetic  Agents 

The  parasympathomimetic  agents 
frequently  do  not  cause  systemic  side 
effects,  but  patients  can  develop 
several  disturbing  symptoms.  The 
most  common  systemic  side  effects  are 
gastrointestinal  in  nature;  anorexia, 
nausea,  abdominal  pain,  diarrhea  and 
especially  cramps.  At  times,  these 
symptoms  may  be  severe.  Gastrointes- 
tinal evaluation  and  gastroscopy  have 
been  performed  for  problems  related 
to  the  use  of  a parasympathomimetic 
eyedrop.  Bradycardia  may  also  be  a 
possible  side  effect.  Asthmatics  and 
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other  patients  with  reactive  pulmonary 
disease  may  experience  difficulties  as 
these  agents  may  precipitate  bron 
chospasm  by  affecting  the  bronchial 
smooth  muscles.  These  agents  also  may 
affect  the  musculoskeletal  system, 
causing  tremor  and  muscular  irritation. 
In  addition,  patients  may  experience 
restlessness  and  irritability  due  to  cen 
tral  nervous  system  effects. 

One  parasympathomimetic  agent 
that  deserves  special  mention  is 
Phospholine  Iodide  (echothiophate 
iodide),  which  is  an  irreversible  in- 
hibitor of  serum  cholinesterase.  This 
agent  may  have  long-lasting  effects 
that  may  persist  up  to  one  month 
following  cessation  of  the  drop.  Pro- 
longed apnea  and  paralysis  may  result 
if  succinylcholine  is  used  during 
general  anesthesia  and  if  Phospholine 
Iodide  had  not  been  discontinued  at 
least  two  weeks  before  the  anesthesia. 
Patients  using  this  drug  also  should  be 
cautioned  about  exposure  to  organo- 
phosphate  insecticides  because  there 
may  be  a cumulative  effect  on  choli- 
nesterase inhibition  that  may  produce 
systemic  toxicity. 

Beta-Adrenergic  Blocking  Agents 

Beta-adrenergic  blocking  agents  are 
the  most  commonly  used  drugs  for  the 
treatment  of  glaucoma.  Timoptic 
(timolol)  and  Betagan  (bunolol)  are 
nonselective  beta  blockers,  whereas 
Betoptic  (betaxolol)  is  a selective  beta- 
one  adrenergic  blocking  agent.  These 
drugs  are  all  applied  topically  and  can 
have  a wide  range  of  systemic  side 
effects. 

Of  all  the  eyedrops  used  to  treat 
glaucoma,  these  medications  are  the 
most  comfortable;  therefore,  patients 
rarely  associate  use  of  these  drugs  with 
a systemic  side  effect.  Of  particular 
concern  are  patients  with  pre-existing 
asthma  or  chronic  obstructive  pulmon 
ary  disease  with  a bronchospastic  com 
ponent  who  may  be  severely  affected 
by  topically  applied  beta  blockers.  All 
of  these  agents  may  exacerbate  bron- 
chospasm,  and  more  than  30  deaths 
have  been  reported  due  to  status 


asthmaticus  and  respiratory  failure. 
Asthmatic  complications  also  may 
develop  in  patients  with  no  known 
asthmatic  condition.  The  systemic  side 
effects  of  the  selective  beta  adrenergic 
blocking  agent,  betaxolol,  are  fewer. 
This  agent  may  be  tolerated  by  some 
patients,  though  selectivity  is  relative 
and  severe  complications  may  still 
result. 

Topical  beta  blockers  also  affect  the 
cardiovascular  system,  most  frequently 
causing  bradycardia.  This  condition 
should  be  suspected  by  both  the 
ophthalmologist  and  other  physicians. 
Congestive  heart  failure  and  acute 
pulmonary  edema  resulting  in  death 
have  been  associated  with  the  use  of 
these  medications.  Cardiac  pacemakers 
also  have  been  implanted  due  to  beta 
blocker-induced  bradycardia,  which 
might  have  been  reversible  with  cessa- 
tion of  the  drug. 

Frequently  overlooked  but  relative- 
ly common  systemic  side  effects  of 
topical  beta  blocking  agents  are  due  to 
effects  on  the  central  nervous  system. 
Disorientation  and  headache  are  com- 
mon. In  older  patients  these  systemic 
side  effects  may  be  particularly  in- 
capacitating. Patients  also  may  report 
vivid  visual  hallucinations  and  abrupt 
changes  in  mood  and  intellectual 
function. 

Another  relatively  common  side  ef- 
fect that  is  being  appreciated  more  is 
impotence.  Patients  do  not  often 
volunteer  this  symptom,  but  when 
asked,  patients  may  indicate  significant 
problems.  Other  systemic  side  effects 
may  include  hypoglycemia  and  exacer- 
bation of  myasthenia  gravis.  Beta 
blockers  also  are  concentrated  in 
breast  milk,  and  nursing  mothers  may 
inadvertently  deliver  toxic  levels  to 
their  infants. 

Sympathomimetic  Agents 

The  sympathomimetic  agents  com 
monly  cause  local  ocular  irritation  and 
allergy.  Although  systemic  side  effects 
are  relatively  uncommon,  they  are  im 
portant.  In  the  past,  epinephrine  was 
the  agent  used,  and  adrenergic  side  ef- 


fects were  noted  with  these  drugs. 
With  the  recent  introduction  of  a pro- 
drug of  epinephrine  (Propine, 
Dipivifrin)  the  systemic  side  effects 
have  been  reduced  significantly. 
However,  the  sympathomimetic  agents 
may  cause  cardiac  irritability,  palpita- 
tions and  tachycardia.  Cerebrovascular 
accidents  also  have  been  associated 
with  the  use  of  these  drugs.  Headaches, 
anxiety  and  tremor  also  have  been 
reported  in  some  individuals. 

Carbonic  Anhydrase  Inhibitors 

The  carbonic  anhydrase  inhibitors 
currently  are  not  available  in  drop  form 
and  therefore  must  be  taken  orally. 
These  drugs  are  potent  cell  poisons  and 
cause  a wide  variety  of  systemic  side 
effects.  For  these  agents  to  have  an  ef- 
fect on  lowering  intraocular  pressure, 
the  activity  of  the  enzyme  carbonic 
anhydrase  must  be  inhibited  by  at  least 
99%  of  the  entire  body.  The  side  ef- 
fects are  usually  dose-related  but  may 
occur  after  only  one  dose  or  after  pro- 
longed use  of  the  medication.  The  most 
commonly  reported  side  effects  are 
depression,  confusion,  malaise,  fatigue, 
insomnia,  anorexia,  nervousness,  ir- 
ritability and  weight  loss.  These  symp- 
toms are  almost  always  present  to 
some  extent.  The  depression  mimics 
the  classic  psychiatric  depression,  and 
patients  on  carbonic  anhydrase  in- 
hibitors have  been  known  to  attempt 
suicide  while  on  the  medication.  Unfor- 
tunately, patients  rarely  associate 
their  emotional  disturbances  with  use 
of  the  drug,  and  not  all  physicians  are 
always  aware  of  the  potential  for  these 
side  effects. 

Patients  treated  wth  acetazolamide 
develop  renal  stones  at  least  twice  as 
frequently  as  individuals  not  on  the 
drug.  Once  a patient  has  developed  a 
renal  calculus  on  acetazolamide,  there 
is  a 50%  chance  of  recurrence  of  the 
calculus  if  the  drug  is  continued.  Occa- 
sionally, a patient  may  be  switched  to 
a different  carbonic  anhydrase  in- 
hibitor (methazolamide),  but  in  most 
cases,  cessation  of  the  drug  becomes 
necessary.  At  the  beginning  of  therapy, 
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polyuria  is  common,  but  this  does  not 
last  long  in  most  individuals. 

Acid-based  disturbances  will  occur 
to  some  degree  in  all  patients  on  car 
bonic  anhydrase  inhibitors.  Patients  on 
diuretics  or  other  agents  that  cause  a 
metabolic  imbalance  need  to  be 
watched  very  closely.  These  agents 
cause  a metabolic  acidosis  and  may 
significantly  increase  the  side  effects 
for  both  medications.  The  combination 
of  acetylsalicylic  acid  and  a carbonic 
anhydrase  inhibitor  is  an  example  of 
this  reaction.  Hypokalemia  from 
potassium  loss  is  another  effect  of  car- 
bonic anhydrase  inhibitors  that  may  be 
exacerbated  by  the  use  of  other  drugs 
such  as  thiazydes  or  corticosteroids. 

Gastrointestinal  effects  including 
diarrhea,  constipation,  anorexia  and 
nausea  are  very  common  and  dose- 
related.  In  some  patients  these  symp- 
toms may  be  severe  and  debilitating 
and  may  appear  to  mimic  an  infectious 
disorder. 

Nearly  all  patients  who  start  car- 
bonic anhydrase  inhibitors  experience 
paresthesias,  but  these  symptoms 
usually  improve.  Mostly  commonly, 
these  paresthesias  are  perioral  or  af- 
fect the  hands  and  feet. 

Since  the  carbonic  anhydrase  in- 
hibitors are  sulfonamides,  dose-related 
skin  reactions  are  common.  The  lesions 
are  usually  erythematous  and  pruritic 
and  may  be  isolated  or  confluent.  These 


agents  also  may  elevate  liver  enzymes, 
interfere  with  oral  diabetic  agents  and 
cause  tinnitus.  In  addition,  these  drugs 
have  not  proven  to  be  safe  in  women 
of  childbearing  age  and  must  be  con- 
sidered teratogenic.  One  particularly 
disturbing  side  effect  is  an  occasional 
idiosyncratic  reaction,  which  causes 
severe  bone  marrow  suppression  and 
leads  to  death  in  50%  to  80%  of  cases. 
The  cause  of  this  reaction  is  unknown, 
not  dose-related  and,  in  many  cases,  not 
reversible  with  cessation  of  the  drug. 

Summary 

A brief  review  of  the  common 
systemic  side  effects  of  the  various 
medications  used  to  treat  glaucoma  on 
an  outpatient  basis  has  been  presented. 
This  review  is  not  complete,  and  the 
variety  of  side  effects  that  may  be 
caused  by  these  drugs  is  extensive. 
Because  it  is  usual  for  glaucoma  pa- 
tients to  use  several  different  drugs 
concurrently,  the  range  of  possible  side 
effects  in  a given  individual  is  large  and 
serious.  Not  only  should  the 
ophthalmologist  be  familiar  with  the 
side  effects  of  these  medications,  but 
all  physicians  involved  in  the  patient’s 
care  should  be  aware  of  the  glaucoma 
medications  being  used  and  consider 
these  medications  when  the  patient  has 
symptoms  or  complications.  Because 
the  patient  rarely  associates  the  use 
of  an  eyedrop  with  problems  in  his  or 


her  general  health,  it  is  especially  in- 
cumbent upon  the  physician  to  suspect 
and  recognize  these  problems.  Physi- 
cians should  also  elicit  problems  that 
the  patient  may  not  even  complain  of 
so  alterations  in  therapy  may  be  made. 
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ulation,  collectively  known  as  the 
Lisfranc  joint,  present  a diagnostic  and 
therapeutic  challenge.  These  injuries 
are  not  common,  but  they  have  a high 


potential  for  long-term  secondary 
disability.  The  radiologic  diagnosis  is 
overlooked  in  as  many  as  20%  of  the 
cases. 


A 52-YEAR  OLD  insulin  dependent 
diabetic  woman  presented  for 
evaluation  of  a swollen,  red,  left 
foot.  The  swelling  had  begun  about  20 
days  earlier,  and  there  had  been  no 
history  of  trauma.  She  had  been 
treated  with  antibiotics  for  presumed 
cellulitis.  There  was  no  fever.  Pain  was 
minimal,  but  the  patient  walked  with 
a limp.  A radiograph  at  the  time  was 
reported  to  be  normal. 

Physical  examination  revealed  pit- 
ting edema  of  the  left  foot  and 
erythema  of  the  medial  and  dorsal  foot. 
The  patient  was  afebrile,  and  the  white 
count  and  differential  were  normal.  A 
radiograph  was  obtained. 

What’s  your  diagnosis? 

Discussion 

The  radiograph  shows  a fracture-dis- 
location of  the  left  foot.  This  is  a 
neuropathic  Lisfranc  dislocation  in  a 
diabetic.  Notice  the  normal  anatomic 
relationship  at  the  first  tarsometatar- 
sal joint  and  the  lateral  displacement 
of  the  second  through  fifth  metatarsals. 
Injuries  of  the  tarsometatarsal  artic- 
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CONTINUED  FROM  PRECEDING  PAGE 

Injuries  to  this  region  may  result 
from  either  direct  forces  such  as  crush 
injuries,  or  more  commonly  from  in- 
direct forces.  When  the  foot  is  plantar 
flexed,  an  axial  load  may  disrupt  the 
joint  along  the  dorsal  aspect.  Concomi- 
tant inversion,  eversion  or  rotation 
may  add  medial  or  lateral  dislocation. 
Patients  may  present  with  pain,  swell- 
ing and  inability  to  bear  weight. 

Repetitive  subclinical  trauma  in  pa- 
tients with  neuropathic  disorders  may 
produce  variations  of  the  Lisfranc 
fracture-dislocation,  as  it  did  in  this  pa- 
tient. Although  in  the  past  syphilis  was 
a frequent  cause  of  such  findings,  to- 
day diabetes  is  the  most  common  cause 
of  neuropathic  Lisfranc  dislocations. 
Motion  at  the  joint  is  abnormal,  and 
there  is  soft  tissue  swelling. 

There  are  three  basic  dislocation 
patterns  — complete  disruption  of  the 
Lisfranc  joint,  partial  disruption  or 
divergent  disruption.  In  many  partial 
disruptions,  there  is  some  combination 


of  displacement  of  one  or  more  of  the 
four  lateral  metatarsals.  This  was  the 
case  in  our  patient.  In  a divergent 
dislocation,  the  first  metatarsal  is 
displaced  medially  and  the  others  are 
displaced  laterally.  Fractures  of  tarsals 
and  metatarsals,  particularly  of  the 
base  of  the  second  metatarsal,  are  fre- 
quently associated. 

In  the  radiographic  diagnosis,  the 
relationships  of  the  second  metatarsal 
are  most  important,  as  the  medial  edge 
of  the  second  metatarsal  should  be 
aligned  with  the  medial  edge  of  the  sec- 
ond cuneiform.  Although  the  medial 
border  of  the  fourth  metatarsal  fre- 
quently is  aligned  with  the  cuboid,  this 
and  the  other  tarsometatarsal  relation- 
ships are  less  consistent.  Radiographic 
changes  of  a neuropathic  (Charcot)  joint 
may  also  be  present.  There  may  be 
disintegration  of  the  joint  surfaces  with 
subluxation,  subchondral  sclerosis, 
fragmentation  and  loose  bodies. 

Treatment  of  Lisfranc  fracture- 
dislocations  depends  on  anatomic 
reduction  until  the  soft  tissue  injuries 


and  fractures  are  able  to  heal.  Par- 
ticularly patients  with  neuropathic 
Lisfranc  dislocations  may  benefit  from 
arthrodesis,  but  this  is  difficult  to 
achieve  at  the  tarsometatarsal  joints. 
In  diabetic  patients,  poor  circulation 
may  be  an  indication  for  conservative 
management.  This  patient  was  treated 
with  a closed  reduction,  and  follow-up 
continues. 
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IN  THE  GENERAL  population,  acute 
acalculous  cholecystitis  accounts  for 
only  2%  to  15%  of  cases  of  acute 
cholecystitis.1  Although  uncommon 
among  all  patients,  acute  acalculous 
cholecystitis  occurs  in  a high  percent- 
age of  patients  sustaining  prolonged 
critical  illness,  accounting  for  50%  to 
100%  of  cases  of  acute  cholecysti- 
tis.2,3,4 It  is  often  associated  with  such 
predisposing  conditions  as  previous 
surgery,  massive  trauma,  burns, 
sepsis,  cardiovascular  disorders  and 
malignancy.  It  has  been  suggested  that 
the  significant  difference  in  the  inci- 
dence of  acute  acalculous  cholecystitis 
is  related  to  the  prolonged  survival  of 
severely  ill  and  traumatized  patients 
secondary  to  improved  intensive  care.3 
Acute  acalculous  cholecystitis  in  this 
patient  group  often  also  is  associated 
with  a higher  morbidity  and  mortality,1 
and  an  increased  incidence  of  gangrene 
and  perforation  of  the  gallbladder. 

Because  of  this  increased  morbidity 
and  mortality,  prompt  diagnosis  and 
treatment  are  necessary.  Unfortunate- 
ly, both  clinical  and  laboratory  methods 
of  diagnosis  lack  sensitivity  and 
specificity.  Various  radiological  imag- 
ing modalities  are  valuable  in  the 
diagnosis  of  this  potentially  dangerous 
and  illusive  disease. 

Diagnosis 

Clinical  Presentation— The  signs  and 
symptoms  of  acute  acalculous  cholecy- 
stitis do  not  differ  from  those  of  acute 


cholecystitis  with  stones.  The  most 
common  symptom  is  pain  in  the  right 
upper  abdominal  quadrant.  Other  find- 
ings are  vomiting,  abdominal  disten- 
tion, loss  of  bowel  sounds,  abdominal 
rigidity  and  tenderness,  unexplained 
fever  and  jaundice.2,4 

Elevated  white  blood  cell  count, 
serum  glutamic  oxaloacetic  trans- 
aminase (SGOT)  and  alkaline  phos- 
phatase are  common  laboratory  find- 
ings. Elevation  of  bilirubin  was  also 
noted  in  65%  of  critically  ill  patients 
but  was  also  seen  in  64%  of  control 
groups  who  received  greater  than  10 
units  of  blood2,4  and  is,  therefore,  not 
as  useful  diagnostically. 

These  clinical  and  laboratory  find- 
ings unfortunately  may  be  nonspecific 
in  a group  of  severely  ill  patients. 
Greater  reliance  is  therefore  placed  on 
radiologic  studies. 

Real-Time  Ultrasonography— Real- 
time ultrasonography  has  been  shown 
to  be  accurate  in  assessing  suspected 
acute  cholecystitis.  Sonography  has  a 
sensitivity  of  81%  to  92%  and  a 
specificity  of  60%  to  96%  in  the 
diagnosis  of  acute  acalculous  cholecy- 
stitis.1,5 The  major  diagnostic  criteria 
are  shown  in  the  Table.5,6'7'6'9'10'" 

Hepatobiliary  Scintigraphy— Hepa- 
tobiliary scintigraphy  has  been  shown 
to  have  a sensitivity  of  91%  to  97% 
and  a specificity  of  38%  to  99%. 1,6,12,13 
The  38%  specificity  has  been  shown  in 
posttrauma  patients.6  Three  to  five 
millicuries  of  technetium-99m  labeled 
IDA  (iminodiacetic  acid)  analogs  are  in- 
jected intravenously  and  five  minute 
serial  gamma  camera  images  of  the  ab- 
domen are  obtained  for  one  hour.  The 
criteria  used  for  the  diagnosis  of 
cholecystitis  are  as  follows:  Presence 
of  radioactivity  in  the  small  bowel 
without  visualization  of  the  gallbladder 
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TABLE 

Diagnostic  Criteria  of  Acute  Cholecystitis 
From  Real-Time  Ultrasonography 

1.  Thickening  of  the  gallbladder  wall  greater  than  4 mm  when  the 
gallbladder  is  distended  at  least  5 cm  in  its  longitudinal  dimension. 

2.  Presence  of  pericholecystie  fluid. 

3.  Presence  of  the  “double  wall  sign”  — a hypoechoic  or  sonolucent  area 
within  the  wall  of  the  gallbladder  representing  inflammatory  changes 
such  as  edema,  blood  or  cellular  infiltration  in  the  subserosal  layer. 

4.  The  “halo  sign”  — a halo  of  low  level  echoes  between  the  echo  free 
gallbladder  lumen  and  the  confluent  high  level  echoes  of  the  gall- 
bladder wall  representing  sloughed  mucosa. 

5.  A positive  “sonographic  Murphy’s  sign”  — present  when  tenderness 
is  maximal  over  the  sonographically  localized  gallbladder.  A negative 
Murphy’s  sign  is  present  when  tenderness  is  diffuse  or  present  in 
a location  distant  from  the  gallbladder. 

6.  Complete  lack  of  response  to  cholecystokinin. 

7.  Intramural  gas. 


within  four  hours  represents  acute 
cholecystitis;  visualization  of  ra- 
dionuclide within  the  gallbladder  after 
more  than  one  hour  represents  chronic 
cholecystitis. 

Computed  Tomography  (CT)—A 

limited  study  has  shown  both  the  sen- 
sitivity and  specificity  of  computed 
tomography  in  diagnosis  of  acute 
acalculous  cholecystitis  to  be  100°/o.6 
Major  criteria  include  wall  thickening 
greater  than  4 mm,  pericholecystie 
fluid  or  subserosal  edema  without 
ascites,  intramural  gas  or  sloughed 
mucosa. 

Ultrasound  or  CT  Guided  Percutan- 
eous Aspiration  of  Bile— In  a small 
series,  diagnostic  percutaneous  aspira- 
tion of  the  gallbladder  showed  that 
cultures  are  positive  within  24  hours 
after  onset  of  symptoms  in  only  30% 
of  patients  undergoing  gallbladder 
surgery,  but  are  positive  in  80%  to 
100%  72  hours  after  symptoms  begin 
if  surgery  is  delayed.14  Aspirations  are 
performed  by  using  a 20-  or  22-gauge 
aspiration  needle  and  a lateral  trans- 
hepatic  approach  (right  anterior  axil- 
lary line).14  No  complications  have  been 
reported.  Recent  studies  have  shown 
the  sensitivity  of  this  technique  to  be 
insufficiently  small  at  33%  and  48%  in 
the  diagnosis  of  acute  acalculous 
cholecystitis.1415 

Treatment 

Although  early  cholecystectomy  is 
the  treatment  of  choice  for  acute 
cholecystitis,  critically  ill  patients  are 
at  high  risk  when  undergoing  surgery. 
Complicating  factors  such  as  concur- 
rent cardiorespiratory  disease,  im- 
munosuppression and  metabolic  im- 
balance raise  the  operative  risk. 
Surgical  cholecystostomy  long  has 
been  recognized  as  beneficial  in  pa- 
tients with  acute  cholecystitis  who  are 
not  candidates  for  cholecystectomy.17 

With  the  advent  of  ultrasonography 
and  computed  tomography,  ultrasound 
and  CT  guided  percutaneous  cholecy- 
stostomy has  been  shown  to  be  a useful 
temporizing  procedure  and  may  even 
make  further  surgical  therapy  un- 


necessary. The  procedure  is  simple  and 
safe.16  With  the  use  of  ultrasound,  it  can 
be  performed  as  a bedside  procedure 
with  minimal  risk  to  the  critically  ill 
patient. 

Under  real-time  ultrasonic  guidance, 
an  8 French  pigtail  catheter  is  localized 
within  the  gallbladder  via  a lateral 
transhepatic  approach.  This  approach 
has  the  theoretical  advantage  of  less 
chance  of  bile  leakage.16  This  procedure 
also  can  be  performed  under  CT  guid- 
ance. After  introduction,  the  catheter 
is  attached  to  an  external  drainage  bag. 
Several  studies  have  shown  that  the 
percutaneous  transhepatic  drainage 
catheter  can  be  left  in  place  for  a con- 
siderable period,  even  as  long  as  12 
months.18  Several  follow-up  studies  em- 
phasize the  importance  of  postdrainage 
cholangiography  and  have  shown  that 
patients  with  a normal  postdrainage 
cholangiogram  did  not  have  recurrent 
disease  after  the  removal  of  the  drain.16 

Discussion 

Because  of  the  increased  morbidity 
and  mortality  in  patients  with  acute 
acalculous  cholecystitis,  early  diagnosis 
and  treatment  are  necessary.  Clinical 
findings  and  laboratory  tests  are 
nonspecific,  and  therefore  a high  index 


of  suspicion  is  required.  Even  those 
radiologic  imaging  techniques 
previously  discussed  have  limitations. 

With  ultrasonography,  gallbladder 
wall  thickening  and  the  “double  wall 
sign”  are  not  only  seen  in  acute 
cholecystitis  but  also  in  patients  with 
ascites,  hypoalbuminemia,  cirrhosis  of 
the  liver  and  hepatitis.  The  sono- 
graphic Murphy’s  sign  cannot  be 
elicited  in  comatose  patients  and  is 
rarely  reliable  in  the  postoperative 
period  due  to  surgical  wounds  and 
analgesic  treatment.  Hepatobiliary 
scintigraphy  has  a high  false  positive 
rate  in  patients  undergoing  prolonged 
parenteral  alimentation,  prolonged 
fasting,  severe  nonbiliary  intercurrent 
illness  and  hepatocellular  dysfunction. 
These  conditions  also  are  found  in  in- 
tensive care  patients. 

Although  ultrasonography  and  hepa- 
tobiliary scintigraphy  are  equally  sen- 
sitive, hepatobiliary  scintigraphy  has 
an  increased  false  positive  result  in  in- 
tensive care  patients.  We,  therefore, 
favor  ultrasonography  as  the  initial 
diagnostic  procedure.  Ultrasonography 
can  be  performed  bedside  with  minimal 
risk  to  the  critically  ill  patient,  can 
detect  signs  of  complications  associated 
with  acute  cholecystitis  and  can  dif- 
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ferentiate  acute  from  chronic  cholecy- 
stitis. It  can  also  determine  the 
presence  of  gallbladder  calculi.  When 
ultrasonography  is  equivocal,  then 
hepatobiliary  scintigraphy  is  the  next 
diagnostic  procedure  of  choice.12 

Although  computed  tomography  has 
very  similar  diagnostic  reliability  as 
ultrasound,  there  are  technical  disad- 
vantages since  computed  tomography 
is  slower  and  more  costly.  Although 
computed  tomography  is  not  used  as 
the  initial  diagnostic  procedure,  it  may 
be  used  initially  if  the  patient  has  a 
fever  and  sepsis  of  unknown  source  and 
the  physician  is  seeking  occult 
abscesses  throughout  the  abdomen. 

When  acute  acalculous  cholecystitis 
is  diagnosed,  a decision  must  be  made 
regarding  therapy.  Cholecystectomy  is 
the  procedure  of  choice.  In  patients  too 
ill  or  in  whom  definitive  cholecystec- 
tomy is  technically  difficult,  ultrasound 
or  CT  guided  percutaneous  cholecy- 
stostomy  is  the  treatment  of  choice  to 
overcome  this  critical  period.  No 
anesthesia  other  than  a local  anesthetic 
is  necessary,  and  rapid  pain  relief  often 
is  achieved. 

A positive  culture  of  the  aspirate 
confirms  the  diagnosis  of  acute 
acalculous  cholecystitis.  Because  of  its 
low  specificity,  however,  a negative 
culture  cannot  be  used  to  exclude  the 
diagnosis. 

Cholangiography  via  the  inserted 
catheter  then  may  be  used  to  assess 
patency  of  the  cystic  and  common  bile 
duct  as  criteria  for  removal  of  the 
drainage  catheter  and  consideration  for 
further  therapy.  On  the  average,  the 
catheter  is  removed  after  10  to  21  days. 
Results  of  a limited  series  have  shown 
that  when  postdrainage  cholangio- 


graphy is  normal,  cholecystectomy  at 
a later  stage  is  not  indicated  in  the  ma- 
jority of  patients.16 

In  summary,  critical  care  patients 
who  develop  clinical  signs  and  symp- 
toms of  acalculous  cholecystitis  or 
those  in  whom  there  is  a high  index  of 
suspicion  should  be  evaluated  initially 
using  ultrasonography.  If  the 
sonographic  findings  are  equivocal, 
then  hepatobiliary  scintigraphy  is  per- 
formed. With  the  diagnosis  of  acalcu 
lous  cholecystitis,  a therapeutic  ap- 
proach is  instituted.  If  cholecystectomy 
is  not  technically  possible,  ultrasound 
or  CT  guided  percutaneous  cholecysto- 
stomy  then  is  performed  as  palliative 
therapy.  A positive  culture  of  the 
gallbladder  aspirate  confirms  the 
diagnosis  of  acalculous  cholecystitis. 
The  cholecystostomy  tube  is  left  in 
place  and  the  gallbladder  is  followed 
via  cholangiogram  through  the  cholecy- 
stostomy tube.  The  cholecystostomy 
tube  is  removed  when  the  cholangio- 
gram is  normal. 
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Look-Alike  and  Sound-Alike 

Drug  Names 

BENJAMIN  TEPLITSKY,  R.  PII. 
Brooklyn,  N.V. 

PINDOLOL 

PANADOL 

Look-alike  and  sound  alike  drug 
names  can  be  misinterpreted  by  a 
nurse  reading  doctors’  orders  or  by 
a pharmacist  compounding  physi- 
cians' prescriptions.  Such  misunder- 

Category: 

Brand  Name: 
Generic  Name: 
Dosage  Forms: 

Beta-adrenergic 
blocking  agent 
Visken,  Sandoz 
Pindolol 
Tablets 

ALBUTEROL 

Analgesic 

Panadol,  Glenbrook 

Acetaminophen 

Tablets 

ALBUTEIN 

standings  can  result  in  the  admini- 
stration of  a drug  not  intended  by 
the  prescriber.  Awareness  of  such 
look  alike  and  sound-alike  drug 
names  can  reduce  potential  errors. 

Category: 
Brand  Name: 

Generic  Name: 

Dosage  Forms: 

Bronchodilator 
Proventil,  Schering 
Ventolin,  Glaxo 
Albuterol 

Aerosol,  tablets, 
syrup 

Plasma  protein  fraction 
Albutein,  Alpha 
Therapeutic 
Albumin  (human! 

(normal  serum  albumin) 
Injection 

When  professional  liability 
protection  was  just  an  idea, 
it  was  our  idea. 

We  were  ahead  of  our  time  in  1899,  when  a group  of  doctors  founded  The  Medical  Protective  Company. 
We've  been  defending  doctors  against  allegations  of  professional  negligence  ever  since.  It's  still  our  only 
business.  Call  an  exclusive  Medical  Protective  agent,  and  get  coverage  from  an  expert. 

Our  Exclusive  Agents  In  Your  Area: 

FORT  WAYNE  ~ 

Robert  B.  Newell,  Philip  R.  Young 

2260  Lake  Avenue,  P.O.  Box  5174,  Fort  Wayne,  Indiana  46895  • (219)  422-4783 

INDIANAPOLIS 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 

6100  North  Keystone  Avenue,  Suite  237,  P.O.  Box  20576 
Indianapolis,  Indiana  46220  • (317)  255-6525 
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Adult  Onset  of  Idiopathic  Inflammatory 
Myopathies — Therapy  and  Prognosis 


RAHMAN  POURMAND,  M.D. 
Indianapolis 


VARIOUS  AGENTS  may  cause  in- 
flammatory damage  to  the  skele- 
tal muscles.  In  Europe  and  West- 
ern countries,  the  idiopathic  type  of  in 
flammatory  myopathy  (IIM)  is  the  most 
frequently  acquired  muscle  disorder  in 
adults. 

IIM  is  now  considered  an  immuno- 
logical mediated  disorder.4  Over  the 
past  several  years,  our  understanding 
of  the  pat  hogenesis  of  those  disorders, 
diagnosis  and  therapy  have  improved. 
The  classification  of  IIM,  given  in  Table 
1,  is  based  on  clinical  presentation, 
pathological  changes  in  muscle  and 
etiological  factors.4  This  review, 
however,  primarily  deals  with  the 
therapy  and  prognosis  of  these  condi- 
tions, particularly  the  primary  poly- 
myositis (PM)  or  dermatomyositis 
(DM).  Before  starting  therapy,  it  is 
crucial  to  confirm  the  diagnosis  using 
the  criteria  presented  in  Table  2. 

Patients  with  definite  IIM  have  four 
criteria,  while  three  of  five  criteria  and 
two  of  five  criteria  indicate  probable 
IIM  and  possible  IIM,  respectively. 
Some  patients  presented  rather 
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atvpically,  such  as  the  muscular  dystro- 
phic type  of  chronic  polymyositis.  Some 
patients  may  present  with  a malfunc- 
tion of  cardiorespiratory  apparatus 
and/or  prominent  dysphagia. 

Because  of  the  lack  of  controlled, 
prospective  studies,  the  natural  history 
of  IMM  is  unknown,  but  the  disease 
generally  is  progressive  and  disabl- 
ing.13 At  best,  therapy  is  empirical 
but  morally  justified  because  of  a high 
mortality  rate,  particularly  in  acute 
and  more  severe  cases. 

Corticosteroids 

Corticosteroids  are  generally  con 
sidered  drugs  of  choice  for  patients 
with  IIM.2,3,5,7  Prednisone  is  commonly 
used  with  a starting  dose  of  60  to  80 
mg  per  day  (1  mg  per  kg  of  body 
weight)  in  divided  doses,  along  with 
precautionary  measures  such  as  anti- 
acids, potassium  supplement,  calcium 
and  fluoride  in  the  elderly.  The  initial 
dose  may  be  continued  for  at  least  six 
to  eight  weeks  before  expecting  any 
response.  The  response  to  treatment 
should  be  based  upon  clinical  improve- 
ment in  muscle  strength  and  not  on  the 
reduction  of  serum  muscle  enzymes. 
After  the  patient  has  achieved  steady 
improvement,  continue  prednisone  for 
an  additional  one  or  two  mont  hs  before 
tapering  the  dose.  Prednisone 
withdrawal  should  be  done  gradually, 
at  a rate  of  5 to  10  mg  every  month 
until  a dose  of  30  to  40  mg  is  reached 
and  then  2.5  mg  every  three  to  four 
weeks  until  the  lowest  maintenance 
dose  is  achieved,  which  controls  symp 
toms  and  reduces  enzymes.  Reaching 
a maintenance  dose  may  take  six  to 
eight  months.  Too  early  withdrawal  or 
too  rapid  reduction  of  the  dosage  may 
cause  a relapse. 


TABLE  1 

Classification  of  Idiopathic 
Inflammatory  Myopathies  (IIM) 

A.  Dermatomyositis 

1)  Childhood  or  juvenile 

B.  Polymyositis 

C.  Dermatomyositis  or  polymyo- 
sitis associated  with  an  underly- 
ing neoplasm 

D.  Dermatomyositis,  polymyositis, 
associated  with,  or  as  a part  of, 
connective  tissue  disease  (over- 
lap! 

E.  Dermatomyositis  or  polymyo- 
sitis associated  with  other  dis- 
orders of  unknown  etiology 

F.  Less  Common  Types 

1)  Inclusion  body  myositis 

2)  Eosinophilic  polymyositis 

3)  Localized  nodular  myositis 

4)  Proliferative  myositis 


During  the  introductory  phase  of 
prednisone,  when  improvement  occurs, 
some  doctors  advocate  changing  to 
alternate-day  therapy  so  the  incidence 
of  side  effects  will  be  reduced.  How- 
ever, the  common  practice  would  be  to 
resume  alternate-day  corticosteroids 
for  those  patients  with  mild  symptoms, 
elderly  individuals  or  if  serious  side  ef- 
fects develop.  One  may  choose  to  start 
with  a combination  of  corticosteroids 
and  immunosuppressive  therapy  for 
selected  patients  in  whom  cortico- 
steroid side  effects  are  considered 
predictable  and  serious.  The  most 
reliable  indicator  of  response  to 
therapy  is  muscle  strength  measure- 
ment followed  by  serum  creatine 
kinase  (CK).  Although  EMG  and  mus- 
cle biopsy  findings  usually  will  nor- 
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TABLE  2 

Diagnostic  Criteria 

1)  Weakness:  Symmetrical  predominantly  proximal  with  neck  flexors, 
with/without  dysphagia  or  respiratory  failure. 

2)  Dermatologic  factors:  Heliotropic  discoloration  of  eyelids,  periorbital 
edema,  erythematous,  scaly  dermatitis  of  the  face,  neck,  upper  trunk, 
dorsum  of  the  hand,  extensors  surface  of  the  extremities  in  cases  of 
dermatomyositis. 

3)  Serum  enzymes:  Elevated  serum  creatine  kinase  (CK)  aldolase  or 
myoglobulin;  alone  or  a combination. 

4)  Electromyographic  (EMG)  features:  These  include  alteration  in  the 
skeletal  muscles  by  introduction  of  needle  into  the  muscle,  which  may 
reveal  the  presence  of  spontaneous  potentials  of  fibrillations;  positive 
sharp  wave  and  bizarre  high  frequency  discharges;  particularly  in 
proximal  and  paraspinal  muscles.  Voluntary  motor  unit  potentials 
(MUPS)  are  usually  small  in  amplitude,  short  in  duration  and 
polyphasic  and  recruited  fully  by  minimal  contraction  (myopathic 
charges). 

5)  Muscle  biopsy:  Evidence  of  muscle  fiber  necrosis  and  inflammatory 
response  in  the  connective  tissue  and/or  perimysial  space. 


malize  during  the  course  of  treatment, 
their  value  in  judging  the  response  to 
treatment  is  limited.  The  serum  mus- 
cle enzymes  normalize  and  the  muscle 
strength  improves,  usually  in  two  to 
three  months.  Despite  absence  of  con 
trolled  data,  the  rationale  behind  us- 
ing corticosteroids  is  to  increase  mus- 
cle strength  in  acute  stages  and  to  im- 
prove the  long-term  prognosis. 

Patients  should  be  considered 
“steroid  resistant”  if  they  are  maintain- 
ed on  an  equivalent  of  40  mg  predni- 
sone per  day  for  three  to  four  months 
but  fail  to  gain  strength  in  muscle  func- 
tion with  and/or  without  changes  in  the 
level  of  serum  muscle  enzymes.  If  the 
patient  fails  to  respond  to  prednisone, 
try  one  of  the  following  treatments. 

Immunosuppressive  Drugs 

Immunosuppressive  drugs  are  indi 
cated  in  patients  who  are  steroid  resis- 
tant, have  developed  serious  undesir- 
able side  effects  and  in  whom  the 
response  to  corticosteroids  is  expected 
to  be  less  optimal.  Most  authors  advo- 
cate the  use  of  azathioprine,  metho- 
trexate (MTX),  or  cyclophospha- 
mide.2,7,8  According  to  published 
reports,  MTX  is  the  most  effective.  It 
is  given  intravenously  and  orally  on  a 
weekly  or  bi-weekly  basis. 

Simultaneous  use  of  these  agents 
with  corticosteroids  is  justified  when 
prolonged  use  of  prednisone  might 
harm  patients  with  diabetes,  hyperten- 
sion, severe  atherosclerosis,  metabolic 
bone  diseases  or  compromised  cardio- 
respiratory status.  Immunosuppres- 
sive agents  generally  are  not  recom- 
mended as  the  sole  medicine  for  treat- 
ment of  PM  or  DM.  Patients  treated 
with  prednisone  and  azathioprine  im- 
prove more  in  respect  to  functional 
disability  and  require  less  prednisone 
for  disease  control.  Adding  immuno- 
suppressive drug  therapy  may  signifi- 
cantly reduce  morbidity  and  possibly 
mortality.  Recently  cyclosporin  has 
been  reported  beneficial  in  some  cases.9 

Pulse  Therapy 

Pulse  therapy  consisting  of  high  dose 


methyl  prednisone  (1  gram  daily  for 
three  days  intravenously)  has  been 
practiced  in  some  immunological 
diseases  with  signs  of  acute  relapse. 

Plasmapheresis 

Plasmapheresis  is  presently  used  in 
a few  experienced  centers  for  patients 
who  either  do  not  respond  to  conven- 
tional prednisone  and  immunosuppres- 
sive therapy  or  who  have  a rather  pro- 
gressive course.10 

Total  Body  Irradiation 

Of  a few  cases  of  PM  or  DM  treated 
with  total  body  radiation  (low  dose), 
some  show  a dramatic  response  and 
remission,  most  temporarily;11  how- 
ever, this  procedure  is  yet  to  be  proven 
and  may  be  considered  as  a last  resort 
for  patients  who  do  not  respond  to  con- 
ventional therapy  or  who  have  life- 
threatening  illness. 

Thymectomy 

Some  authors  report  improvement 
of  refractory  IIM  following  thymec- 
tomy, but  studies  are  too  small  and  the 
long-term  effect  is  uncertain.  The  cur 


rent  therapeutic  modes  have  been  sum- 
marized in  Table  3. 

• 

Prognosis 

Although  PM  and  DM  may  undergo 
spontaneous  remission,  they  are  con- 
sidered progressive  diseases  that  may 
lead  to  severe  disability  and  death,  if 
not  adequately  treated.  Because  of  the 
severity  of  the  illness  and  a good 
response  to  medical  therapy,  double 
blind  clinical  trials  are  difficult  to 
design.  Therefore,  the  natural  course 
of  these  diseases  remains  unknown. 
The  mortality  ranges  from  14%  to  40% 
according  to  different  series.5,13,14,15  The 
difference  arises  because  of  selection 
of  patients,  stages  of  the  disease, 
medical  history,  mode  of  therapy  and 
duration  of  follow-up.  Only  one  uncon- 
trolled study  reviewed  follow-up 
results  of  untreated  and  treated  pa- 
tients for  six  weeks,  which  showed  no 
significant  difference  in  remission  rate 
between  these  groups;  however, 
treated  patients  had  less  mortality  and 
disability. 

This  study  emphasizes  the  occur- 
rence of  spontaneous  remission  in  cer- 
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TABLE  3 

Summary  of  Therapeutic  Approach 

1)  Establish  diagnosis,  exclude  associated  disease  and  treat. 

2)  Begin  high  daily  dose  of  prednisone  with  sustained  improvement 
achieved.  May  change  to  alternate-day  dose  at  this  point  or  taper  the 
dose  slowly  until  minimal  effective  dose  is  determined,  then  continue 
for  an  indefinite  period. 

3)  If  no  improvement  occurs  after  four  months  of  high  daily  or  alternate 
therapy,  steroid  resistance  has  occurred. 

4)  In  the  case  of  steroid  resistance,  consider  adding  immunosuppressive 
drugs,  such  as  oral  or  intravenous  methotrexate  and/or  azathioprine 
(depending  on  the  patient’s  condition)  and  continue  until  a sustained 
response  has  occurred,  then  taper  the  prednisone  to  the  minimal 
amount  and  begin  to  taper  the  immunosuppressive  agent.  In  case  of 
MTX,  this  agent  should  be  continued  until  optimal  response  is 
achieved;  then  it  should  be  discontinued.  Another  alternative  would 
be  plasma  exchange  if  the  patient  is  not  responding  to  conventional 
drug  treatment.  Before  considering  exchange,  combination  of  im- 
munosuppressive drugs  is  justified  in  selective  cases. 


tain  patients.  Corticosteroids  and 
immunosuppressive  drugs  are  general- 
ly believed  to  improve  functional 
recovery  of  these  patients  over  a long- 
term follow-up. 

As  reported  by  DeVore  and  Bradley, 
and  Benbessat  et  al,  several  factors 
may  affect  the  prognosis  in  the 
long  term  and  the  mortality  in  acute 
stages. 

In  these  series,  mortality  was  direct- 
ly related  to  PM  and  DM  in  patients 
who  had  underlying  malignancy  or 
developed  cardiopulmonary  dysfunc- 
tion or  sepsis.  Long-term  outcome  of 
patients  with  IIM  may  be  affected  if 
they  have  been  diagnosed  late,  mis- 
diagnosed or  treated  partially  with  cor- 
ticosteroids for  a short  term  or  if  elder- 
ly patients  have  associated  diseases, 
such  as  malignancy  or  collagen 
vascular  disease.  The  severity  of  skin 
rashes,  degree  of  inflammation  in 
muscle  biopsy,  level  of  serum  muscle 
enzymes  and  EMG  changes  generally 
have  no  significant  correlation  with  the 
prognosis. 
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The  Nature  and  Evaluation  of  Cancer  Pain 


WAYNE  0.  EVANS,  Ph.I). 
Indianapolis 


VARIOUS  INVESTIGATORS  have 
reported  pain  in  up  to  87%  of 
patients  with  recurrent,  advanc- 
ed and  terminal  cancer.111  In  1987, 
Donovan  and  Dillon  reported  that  of  96 
randomly  selected  hospitalized  cancer 
patients,  more  than  half  suffered  from 
pain  that  was  horrible  or  excruciating.12 
Also  in  1987,  Greenwald  et  al  reported 
on  pain  in  almost  all  registered  cancer 
cases  in  a 13  county  area.  Using  the 
criteria  of  pain  every  day  of  moderate 
to  very  bad  severity,  they  found  28.3% 
of  patients  fit  this  criteria.13  In  all  of 
the  above  reports,  it  is  important  to 
note  that  the  patients  were  under 
medical  care. 

On  the  other  hand,  it  has  been 
estimated  that  cancer  pain  can  be  vir 
tually  abolished  in  80%  to  90%  of  pa- 
tients by  using  pharmacological, 
anesthesiological,  surgical,  physical 
and  psychological  techniques.14^7 
Cancer  is  perceived  as  a highly  pain 
ful  disease.  The  public  greatly  fears 
cancer  pain,  in  some  cases,  to  the  ex- 
tent that  they  might  be  reluctant  to 
seek  medical  attention.18  Too  often  the 
physician  is  more  interested  in  treating 
the  cancer  than  the  pain,  whereas  for 
many  patients  treating  the  pain  is  the 
priority. 

The  Nature  of  Pain 

For  the  purpose  of  this  discussion, 
pain  will  be  defined  as  proposed  by  the 
International  Association  for  the  Study 
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of  Pain:  “an  unpleasant  sensory  and 
emotional  experience  associated  with 
actual  or  potential  tissue  damage  or 
described  in  terms  of  such  damage.”19 
From  this  definition  we  can  see  the 
evaluation  of  pain  will  be  difficult 
because  it  is  a subjective  experience. 
No  person  can  ever  truly  know  the  ex- 
act experience  of  another  person’s 
pain.  On  the  other  hand,  the  lack  of  an 
objective  index  makes  the  pain  no  less 
real. 

The  definition  also  notes  that  pain 
is  more  than  a sensation.  It  is  also  an 
emotion.  Anger  and  anxiety  are 
associated  with  acute  pain.  When  pain 
becomes  chronic,  depression  is  usual- 
ly associated  with  it.  Even  though  pain 
is  defined  as  being  associated  with  ac- 
tual or  potential  tissue  damage,  this 
does  not  imply  that  all  suffering  that 
a person  experiences  can  be  simply  cor- 
related with  tissue  damage.  In  some 
cases,  massive  tissue  damage  may  be 
associated  with  little  pain,  and  a great 
deal  of  pain  may  be  experienced  when 
there  is  little  evidence  of  tissue 
damage.  Many  physicians  have  had  the 
experience  of  seeing  patients  in 
emergency  rooms  with  massive  trauma 
who  are  not  in  shock  and  yet  did  not 
complain  of  pain.  Other  patients  in 
whom  little  or  no  pathophysiological 
process  could  be  found  were  still  ex 
periencing  extreme  pain. 

Patient  suffering  is  derived  from  a 
number  of  sources.  The  first  source  is 
the  nociceptive  activities  of  the  ner- 
vous system.  Pain  is  generally  initiated 
when  there  is  stimulation  of  the  alpha 
delta  and  C fibers  in  the  periphery. 
These  impulses  are  then  transmitted 
rostrad  until  they  are  received  and  pro- 
cessed by  the  cerebral  cortex;  how- 
ever, during  the  passage  from  the  in 
itiating  stimuli  to  the  cerebral  cortex, 
the  nociceptive  impulses  are  modulated 
at  every  level  of  nervous  system  in- 


Editor's  note:  This  is  the  first  in  a 
monthly  series  of  six  articles  about 
cancer  pain. 


tegration.20  This  modulation  causes  the 
extreme  variability  among  people  suf- 
fering from  similar  amounts  of  tissue 
damage. 

Pain  is  the  subjective  experience  of 
a person  that  represents  an  integration 
of  the  nociceptive  impulses  as  they  in- 
teract with  the  limbic  areas  of  the  brain 
to  produce  a sensory-emotional 
response.  Modifications  of  the  emo- 
tional responsiveness  of  the  person  ex- 
periencing the  pain  by  pharmacological 
or  other  means  will  attenuate  or  ex- 
acerbate this  experience. 

The  “total  pain”  or  suffering  of  the 
person  is  not  only  the  experience  of  the 
sensory  and  emotional  qualities  of  the 
pain  but  also  includes  the  meaning  of 
the  pain  to  the  life  of  the  person  ex- 
periencing it.21  Pain  of  unknown  origin 
with  no  expectation  of  future  termina- 
tion will  yield  more  suffering  than  a 
well-defined  pain  situation.  Also,  all 
other  sources  of  suffering  will  be  meld- 
ed into  the  total  pain  experience. 

Acute  pain  is  characterized  by  well- 
defined  temporal  parameters.  It  is 
generally  associated  with  subjective 
symptoms  and  physical  signs  of 
hyperactivity  of  the  autonomic  nervous 
system.  It  often  is  well-localized  and 
precisely  describable  in  character. 

On  the  other  hand,  chronic  pain  is 
less  distinct.  The  nervous  system 
adapts  with  increasing  chronicity. 
Evidence  of  this  nervous  system  adap 
tation  is  demonstrated  by  the  increas- 
ing centrality  of  pain  over  time.  For  ex- 
ample, a cordotomy  can  be  performed, 
which  will  give  immediate  relief  from 
pain.  Often,  however,  the  pain  will 
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recur  after  a period  of  a few  months. 
The  initiating  stimulus  for  the  pain  has 
become  more  central. 

Chronic  pain  also  leads  to  marked 
changes  in  a person’s  personality,  func- 
tional capacity  and  general  lifestyle. 
Perhaps  the  best  way  to  understand 
this  idea  is  to  think  of  what  changes 
would  take  place  in  your  life  if  you  had 
a constant,  severe  migraine  headache 
every  day  with  no  hope  of  cure.  The 
entire  life  of  a person  experiencing 
chronic  pain  is  changed.22 

Pain  Evaluation:  General  Principles 

The  goal  of  pain  evaluation  is  to 
determine  with  the  patient  the  func- 
tional quality  of  life  that  the  patient 
wishes.  The  governing  principle  must 
be  the  desires  of  the  patient.  It  also 
must  be  an  educational  experience  for 
the  patient  to  explore  with  the  physi- 
cian the  various  options  and  possibil 
ities  of  pain  control.  It  is  important  to 
remember  you  do  not  treat  pain  in  a 
person  but  rather  a person  who  is  in 
pain.  Patients  must  be  assured  that 
their  physicians  believe  them  and  take 
the  pain  seriously.  Patients  also  must 
be  reassured  that  their  physicians  will 
do  everything  possible  to  ensure  that 
their  desires  are  met.  To  obtain  this 
type  of  discussion,  mutual  trust  be- 
tween the  physician  and  the  patient  is 
necessary.  One  cannot  rush  a pain 
evaluation  or  obtain  a satisfactory  out- 
come without  establishing  rapport. 

Specifics  of  Pain  Evaluation 

The  pain  evaluation  starts  with  a 
detailed  and  accurate  history  of  the 
pain.  A major  function  of  the  evalua- 
tion is  to  determine  the  cause  of  pain 
as  well  as  to  consider  various 
ameliorative  measures.  The  location 
and  time  of  onset  or  exacerbation  of 
the  pain  is  of  vital  importance  as  this 
can  be  one  of  the  first  clues  as  to  the 
cause  of  pain.  For  example,  a pain  that 
begins  within  one  year  post  radiation 
in  excess  of  6,000  R in  the  area  of  the 
radiation  port  suggests  a radiation 
fibrosis.  Again,  the  occurrence  of  right 
upper  quadrant  body  wall  pain  in  a 


person  with  a primary  cancer  of  the 
breast  suggests  metastasis  to  the  liver. 

The  patient  should  give  a description 
of  the  nature  of  the  sensory  experience 
associated  with  the  pain.  For  example, 
a pain  that  is  described  as  burning,  lan 
cinating  and  sharp  would  be  indicative 
of  a neuropathy,  whereas  a localized 
pain  described  as  aching,  heavy  and 
cramping  might  be  evidence  of  pain 
due  to  hypertonicity  of  skeletal 
muscles.  Pain  of  visceral  origin  is  dif- 
fuse, aching  and  often  referred  to 
cutaneous  sites. 

One  must  determine  the  factors  that 
ameliorate  or  worsen  the  pain.  For  ex- 
ample, if  the  patient  consistently  has 
a reduction  in  pain  with  a hot  shower, 
hot  tub  or  heating  pad,  one  may 
assume  that  at  least  one  component  of 
the  pain  is  due  to  hypertonicity  of  the 
skeletal  musculature.  In  such  a case, 
the  patient  will  benefit  by  learning 
deep,  muscular  relaxation  techniques 
and  a mild  physical  exercise  program 
in  which  stretching  of  the  muscles  is 
emphasized. 

One  must  determine  the  psycho- 
logical and  social  factors  that  com- 
pound the  complaint.  In  approximate- 
ly 25%  of  the  patients,  an  affective 
disorder  will  be  present  to  a degree 
that  it  will  interfere  with  attempts  at 
pain  management  unless  it  is  treated.23 
The  diagnoses  that  are  most  usual  in 
these  cases  would  be  major  depressive 
episode,  adjustment  disorder  with 
depressed  mood  and  general  anxiety 
disorder.  Another  important  compo- 
nent of  the  psychological  and  social  fac- 
tors that  affect  pain  will  be  the  mean- 
ing of  the  pain  to  the  person.  When  any 
of  us  have  pain,  we  attribute  the  pain 
to  some  cause.  For  example,  if  the  pa- 
tient, attributes  the  pain  to  advancing 
cancer  that  will  lead  to  an  untimely 
death,  the  patient  will  suffer  a great 
deal  more  than  if  the  pain  is  attributed 
to  a more  benign  cause. 

The  pain  plays  a role  in  the  life  of 
the  patient.  For  example,  many  pa- 
tients will  use  their  pain  to  control  the 
social  environment  in  which  they  live. 
This  reaction  is  particularly  common 


in  cases  when  patients  are  growing 
more  and  more  helpless  and  have 
previously  led  lives  in  which  they  were 
in  control  most  of  the  time.  The  fact 
that  patients  use  pain  to  control  the 
people  around  them  makes  the  pain  no 
less  real.  Such  patients,  however,  may 
not  wish  you  to  completely  take  away 
their  pain.  The  same  might  be  true  if 
a person  believes  that  suffering  will  aid 
in  salvation  after  death.  If  a person’s 
self-esteem  predominantly  has  come 
from  work  and  the  pain  interferes  with 
work,  then  reducing  the  pain  will  pre- 
vent depression. 

The  physician  must  perform  a 
careful  medical  and  neurological  ex- 
amination. The  onset  or  exacerbation 
of  pain  may  mean  a change  in  the 
disease  state.  For  example,  the  onset 
of  pain  at  the  site  of  a thoracotomy  scar 
three  or  four  months  after  the  opera- 
tion, in  many  cases,  will  indicate  a 
recurrence  of  the  tumor.24  Again, 
metastatic  cancer  tends  to  be  more 
painful  than  a nonmetastized  tumor. 
An  occurrence  or  exacerbation  of  pain 
could  indicate  a metastatic  process  is 
underway.  One  also  must  consider  the 
possibility  that  the  patient  has  pain 
that  is  unrelated  to  cancer.  This  is  of 
particular  importance  if  the  patient 
thinks  all  the  pain  means  the  cancer 
is  becoming  worse.  Yet  for  approx- 
imately 10%  of  all  people  with  cancer 
who  report  pain,  the  pain  will  not  be 
associated  with  the  malignancy.24 

The  physician  must  review  and/or 
order  appropriate  diagnostic  pro- 
cedures. The  physician  also  must  know 
the  limitations  of  those  procedures. 

Therapy  to  manage  the  pain  should 
begin  even  though  the  assessment  pro- 
cedure is  incomplete.  This  will  reassure 
the  patient  that  the  physician  is  tak- 
ing the  pain  seriously  and  ensures  the 
cooperation  of  the  patient. 

After  therapy  has  been  initiated, 
pain  must  be  reassessed  on  a regular 
basis.  The  pain  will  change  in  relation 
to  the  disease  state,  the  activity  and 
the  lifestyle  of  the  patient.  Also, 
tolerance  may  develop  to  the  various 
pain  therapies.  One  way  to  obtain  a 
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reliable  pain  report  is  to  have  the  pa- 
tient maintain  a pain  diary.25  In  the 
diary  the  patient  can  record  the  level 
of  pain  on  a scale  of  0 to  10,  0 being 
no  pain  and  10  being  the  worst  pain  im- 
aginable. The  pain  can  be  recorded  at 
different  times  of  the  day  and  after  dif- 
ferent types  of  activities.  Such  record 
keeping  allows  the  patient  to  discover 
the  activities  that  exacerbate  or 
ameliorate  his  pain.  Keeping  a diary 
also  often  gives  the  patient  a sense  of 
control  over  the  pain,  which  greatly 
reduces  the  anger  and  anxiety 
associated  with  it.  It  also  can  help  the 
patient  predict  when  to  use  “rescue” 
medications  or  other  pain  therapies. 
Any  major  changes  in  pain  should  be 
a signal  to  consult  a physician. 
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ISMA  Sponsors  Leadership  Conference 


THE  INDIANA  state  Medical 
Association  will  host  its  second 
annual  Leadership  Conference 
March  11  and  12  at  the  Holiday  Inn, 
Union  Station,  in  Indianapolis.  The 
two-day  conference  will  consist  of  a 
general  session  Saturday,  March  11, 
from  10  to  11:45  a.m.,  followed  by 
several  three-hour  seminars.  On  Sun- 
day, March  12,  the  seminars  will  begin 
at  9 a.m. 

This  year’s  theme  is  “Personal 
Development  of  the  Medical  Commun- 
ity Leadership.”  ISMA  officers, 
trustees  and  alternates,  county  society 
presidents  and  secretaries,  state 
specialty  society  leadership,  ISMA 
delegates  and  commission  and  commit 
tee  chairmen  are  encouraged  to  attend. 

James  S.  Todd,  M.D.,  senior  deputy 
executive  vice-president  of  the 
American  Medical  Association,  will  be 
the  luncheon  speaker  March  11.  Dr. 
Todd  will  speak  on  the  latest  informa- 
tion on  the  Harvard  Resource-Based 
Relative  Value  Scale  (RBRVS).  He  is 
a general  surgeon  from  Ridgewood, 
N.J.,  who  joined  the  AMA  staff  as 
senior  deputy  executive  vice-president 
in  1985.  He  is  a cum  laude  graduate  of 
Harvard  Medical  School. 

The  schedule  also  includes  the 
following  programs: 

Michael  Heaton,  CPA,  will  present 
“Managing  Medicare  Reimbursement," 
a program  addressing  general  MAAC 
guidelines  with  practical  tips  on  how 
to  streamline  the  reimbursement  pro- 
cess. Heaton  also  will  give  an  update 
on  the  most  recent  Medicare 
developments. 

Stanley  DeKemper  of  Fairbanks 
Hospital  and  Kete  Cockrell,  M.D.,  the 


James  S.  Todd,  M.D. 


medical  director  of  the  ISMA  Commis- 
sion on  Physician  Assistance,  will  pre- 
sent “Intervention  Training,”  a pro- 
gram showing  physicians  how  to 
recognize  the  symptoms  of  drug  and 
alcohol  abuse.  The  program  also  will 
provide  suggestions  on  how  to  effec- 
tively intervene  with  impaired 
physicians. 

Liabilities  Limited’s  Director  of  Loss 
Control  Linda  Mangels,  Ph.D.,  and  Vice 
President  of  Claims  Margie  Creighton 
will  present  “Risk  Management.”  This 
program  will  teach  physicians  how  to 
reduce  their  exposure  to  claims.  Three 
hours  of  CME  credit  will  be  awarded 
to  each  participant. 

“Medicine,  Media  and  Microphones" 
is  a three-hour  workshop  designed  to 
teach  physicians  how  to  be  effective 
spokespersons,  particularly  in  inter- 


views with  the  broadcast  or  print 
media.  The  course  will  be  taught  by 
Adele  Lash,  ISMA  public  relations 
director.  How  to  prepare  for  an  inter- 
view, communication  objectives  and 
do’s  and  don’ts  will  be  covered,  with 
opportunities  for  audience  participa- 
tion. Each  participant  will  be  inter- 
viewed on  camera  during  the  second 
half  of  the  workshop.  The  program  is 
limited  to  15  people  and  recommend 
ed  for  current  county,  district  or  state 
medical  society  officers  or  those  who 
aspire  to  leadership  roles. 

Julie  Newland,  ISMA  director  of 
jgovernment  relations,  will  focus  on  the 
1989  session  of  the  General  Assembly 
as  she  updates  the  status  of  pending 
health/medical  legislation.  Newland 
also  will  present  “Grass  Roots  Lobby- 
ing,” a classroom-style  program  ad- 
dressing political  fundraising,  tracking 
ISMA  legislation  and  letter  writing.  In 
a role-playing  session,  ISMA  lobbyists 
will  assume  the  part  of  legislators. 

A program  titled  “Infectious  Waste 
Management”  will  update  physicians 
on  pending  legislation  that  will  affect 
the  management  and  disposal  of  infec- 
tious waste. 

“Issues  of  the  ’90s”  is  the  title  of  the 
Hospital  Medical  Staff  Section  pro- 
gram. Topics  will  include  hospital 
medical  directors  in  the  1990s,  medical 
staff  bylaws  and  peer  review  organiza- 
tions in  the  hospital  medical  staff. 

The  registration  fee  is  $100  in  ad 
vance  and  $125  at  the  door.  The  dead- 
line for  registration  is  Feb.  23.  For  ad 
ditional  information  or  to  register,  call 
Denise  Le  Doux,  ISMA  Leadership 
Conference  coordinator,  at  1-800- 
382-1712  or  (317)  925-7545. 
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Your  ISMA  Auxiliary  is  responding  to  the  AMA's  White  Paper  Report 
by  working  statewide  with  projects  and  programs  which  are 
impacting  on  the  health  problems  of  adolescents: 
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The  challenge  is  great  and  the  auxiliary  can  use  all  the  help  it  can  muster  . . . 
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(812)  334-1876 


Confidentiality — A Physician’s  Tool 
For  Effective  Medical  Treatment 


P.A.  MAORI,  M.I). 
Mishawaka 


The  proliferating  demand  by 
people  outside  the  physician 
patient  dyad  to  obtain  informa- 
tion about  patients  has  forced  physi- 
cians into  a position  that  invades  pa- 
tient confidentiality.  Insurance  com- 
panies demand  that  physicians  provide 
information  about  the  patient  that  may 
prevent  one  from  being  insured. 

Employers  demand  that  physicians 
provide  information  about  the  patient 
that  may  jeopardize  one’s  job.  Schools 
demand  that  physicians  provide  infor- 
mation about  a student’s  absenteeism 
that  may  result  in  school  expulsion. 
Lawyers  demand  photocopies  of  pa- 
tients’ records  that  may  contain  sen 
sitive  living  habits  and  result  in  job 
discrimination. 

Also,  Medicare  administrators  de- 
mand detailed  summaries  of  the  pa- 
tient’s hospital  stay  that  are  used  in 
administrative  decisions  and  may  pre- 
vent one  from  being  reimbursed.  The 
state  demands  that  physicians  provide 
information  on  birth  certificates  about 
a mother’s  drug  and  alcohol  habits  that 
can  affect  her  running  for  public  office. 

In  this  scenario,  the  physician 
unknowingly  causes  many  possible  un- 

Correspondence:  P.A.  Macri,  M.D.,  Inc., 
Medical  Arts  Building,  Suite  101,  300  S. 
Main  St.,  Mishawaka,  Ind.  46544. 


toward  consequences  for  the  patient. 
With  repeated  experiences,  patients 
learn  to  withhold  information  from 
physicians  because  of  mistrust  of  the 
sanctity  of  the  patient-physician  con- 
fidentiality ethic  and  thereby  lose  the 
therapeutic  benefit  of  the  patient- 
physician  relationship. 

The  purpose  of  this  article  is  to  show 
how  confidentiality  promotes  healing 
and  how  third  parties  infringe  on  con- 
fidentiality and  to  recommend  alter- 
natives for  creative  action. 

Hippocrates  defined  confidentiality 
as  “Whatsoever  I shall  see  or  hear  con- 
cerning the  life  of  men,  in  my  attend- 
ance on  the  sick  or  even  a part  thereof, 
which  ought  not  to  be  noised  about,  I 
will  keep  silent  thereon,  counting  such 
things  to  be  holy  secrets.”  More  simply, 
his  definition  means  “what  you  tell  me 
I won’t  tell  others.”  The  need  for  this 
privacy  has  been  recognized  since  Hip- 
pocrates and  has  been  protected  by 
law. 

Most  states  have  statutes  that  pro- 
vide privileged  communication  be- 
tween patient  and  physician  to  prevent 
physicians  from  being  witnesses  in 
court  about  matters  communicated  by 
patients  in  the  course  of  professional 
business.1 

However,  more  and  more  exceptions 
have  been  added  to  the  statutes  and 
according  to  Plautt,2  total  confidential- 
ity does  not  exist  under  U.S.  law.  The 
loss  of  confidentiality  and  trust  serious- 
ly undermines  the  physician’s  effective 
medical  treatment  in  two  ways:  1)  The 
physician  must  make  conclusions  about 


the  patient  on  incomplete  information, 
and  2)  The  physician  loses  the  cathar- 
tic healing  effect  of  the  patient  “tell- 
ing his  story”  to  the  physician. 

Confidentiality  is  the  implied  founda- 
tion for  gathering  complete  informa- 
tion about  a person.  This  process 
begins  with  the  physician  communicat- 
ing an  attitude  of  concerned  interest 
in  all  areas  of  the  patient’s  life,  which 
in  itself  gives  the  patient  permission 
to  be  completely  open  and  truthful. 
Hopeful  that  the  physician  can  assist, 
the  patient  reveals  personal  informa- 
tion in  a private  context,  expecting 
that  it  will  not  be  revealed  to  others. 
Complete  and  detailed  patient  informa- 
tion remains  essential  for  a diagnosis 
and  treatment  plan.3,4 

Balint  and  Stephens  emphasize  the 
importance  of  a complete  patient 
biography  so  the  clinician  can  “manage 
a sick  person  with  the  purpose  of 
alleviating  most  effectively  the  total 
impact  of  illness  upon  that  person.”4 
This  statement  means  the  patient  may 
reveal  information  about  his  personal 
habits,  work  environment,  family  life, 
economic  status  and  emotional  state. 
The  clinical  importance  of  this  idea  can 
be  exemplified  in  the  diagnosis  of 
musculotension  headaches,  which  can 
and  should  be  made  by  history  alone. 

The  management  of  the  etiologic  fac- 
tors may  address  such  questions  as:  1) 
Are  there  unresolved  conflicts  with  the 
patient’s  spouse,  children,  employer  or 
schoolmates?  2)  Is  there  evidence  of 
depression?  3)  Is  there  evidence  of 
other  serious  psychiatric  problems?  4) 
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Are  the  physical  demands  of  the  work 
place  more  than  the  patient  can  en- 
dure? 5)  Is  there  a pattern  not  sug- 
gesting serious  organic  disease?  6)  Are 
there  environmental  toxic  factors  and 
7)  Are  there  serious  financial 
problems? 

Without  this  vital  input  from  the  pa- 
tient, treatment  is  merely  symptom 
directed,  such  as  medication  for  pain, 
muscle  relaxants  for  spasms  or  tran- 
quilizers for  stress.  Without  the  pa- 
tient’s confidence  that  the  information 
will  not  be  shared  with  a spouse,  an 
employer,  an  insurance  company  or  a 
school,  the  patient  will  be  reluctant  to 
fully  reveal  concerns,  conflicts  and  wor- 
ries. Without  a complete  and  meaning- 
ful history,  the  physician  tries  to  rely 
on  expensive  and  often  useless  or  mis- 
leading blood  tests,  x-rays,  technical 
procedures  or  consultations. 

Beyond  facilitating  the  free  flow  of 
information  between  patient  and  physi- 
cian, the  sanctity  of  confidentiality  is 
also  crucial  for  promoting  the  healing 
effect,  which  results  when  patients 
freely  discuss  their  problems.  Wehlage 
has  written,  “the  process  or  act  of  tell- 
ing the  story  becomes  therapeutic.”5 
Huston,  Balint  and  Stephens  speak  of 
“the  doctor  as  a therapeutic  agent.”3,4 
Although  it  is  difficult  to  define  this 
process,  physicians  and  patients  have 
an  intuitive  sense  of  its  medicinal  ef- 
fect. The  patient’s  revelations  and  the 
physician’s  listening  ability  become  the 
foundation  of  all  medical  treatment. 
The  essence  of  therapeutic  listening  is 
poignantly  expressed  in  the  following 
poem: 

Listening  As  Healing 

When  I ask  you  to  listen  to  me 
and  you  start  giving  advice, 
you  have  not  done  what  I ask. 

When  I ask  you  to  listen  to  me 
and  you  begin  to  tell  me  why  I 
shouldn’t  feel  that  way, 
you  are  telling  me  to  deny  my 
feelings. 

When  I ask  you  to  listen  to  me 
and  you  feel  you  have  to  do 


something  to  solve  my  problems, 
you  have  failed  me,  strange  as  that 
may  seem. 

Listen  — all  I ask  is  that  you  listen  — 
not  talk  or  do  — just  hear  me. 
You’re  trying  to  cure  me  not  hear 
me. 

But  when  you  accept  as  a simple  fact 
that  I do  feel  what  I feel, 
no  matter  how  irrational  that  may 
seem  to  you,  then  I quit  trying 
to  convince  you  and  get  about 
the  business  of  understanding  what’s 
behind  this  irrational  feeling. 

And  when  that’s  clear,  the  answers 
are  obvious,  and  you  know  what? 
....  Your  listening  made  that 
possible. 

Perhaps  that’s  why  prayer  works, 
sometimes,  for  some  people 
because  God  is  still  and  he  doesn’t 
give  advice  or  try  to  fix  things.  He 
just  listens  and  lets  you  work  it  out 
for  yourself,  staying  your  “Silent 
Partner.” 

So,  please  listen  and  just  hear  me  . . . 
and  we  can  both  keep  in  mind  that 
there  are  important  times  in  our 
lives  when  we  just  need  to  be  heard, 
not  cured.  — Anonymous 

Confidentiality  can  have  a beneficial 
effect  on  the  outcome  of  all  treatment 
modalities  by  strengthening  the 
physician-patient  bond.  For  thousands 
of  years,  physicians  have  helped  pa- 
tients in  spite  of  prescribing  medica- 
tions that  were  physiologically  ineffec- 
tive and  often  dangerous.  Today,  we 
understand  that  psychological  factors 
influenced  these  beneficial  effects,  a 
phenomenon  called  the  placebo  effect. 

A placebo,  as  defined  by  Shapiro,6  is 
a substance  or  procedure  that  is  with- 
out specific  activity  for  the  condition 
being  treated.  The  placebo  effect, 
which  may  be  positive  or  negative,  is 
the  psychophysiologic  response  to  the 
placebo.  The  placebo  effect  consists  of 
multiple  interacting  variables  in  the 
physician-patient  relationship,  culture 
and  treatment  setting.  Although  the 


degree  of  the  effect  has  not  been  well 
defined,  virtually  all  current  psycho- 
therapy theorists  and  researchers 
acknowledge  the  direct  or  indirect  in 
fluence  on  the  outcome  of  treatment 
that  includes  the  use  of  medication.7 

One  study  found  that  the  physician’s 
behavior,  such  as  the  use  of  the  pa- 
tient’s name,  body  position,  facial  ex- 
pression and  vocal  animation,  differen- 
tiated between  high  and  low  dropout 
rates  in  the  study.8  Therefore,  anything 
that  destroys  confidentiality,  privacy 
and  trust  destroys  a basic  ingredient 
in  the  patient-physician  relationship 
and  handicaps  the  physician’s 
effectiveness. 

Third  parties,  such  as  insurance  com- 
panies, infringe  on  the  patient’s  and  the 
physician’s  rights  to  private  com- 
munication by  asking  the  patient  to 
sign  an  information  disclosure  good  for 
30  months  and  by  asking  the  physician 
to  act  as  an  agent  of  the  insurance  com- 
pany by  providing  such  information.  A 
typical  release  of  information  request 

begins  with  “I  authorize insurance 

company,  its  agents,  employees,  rein- 
surers, insurance  support  organiza- 
tions and  their  representatives  to  ob- 
tain information  about  me  to  evaluate 
this  application.  This  information  may 
be  about  age,  medical  history,  condi- 
tion and  care,  physical  and  mental 
health,  occupation,  income  advocations, 
driving  record,  other  personal 
characteristics,  other  insurances  and 
the  use  of  alcohol,  tobacco  and 
drugs.  . .” 

This  procedure  has  serious  flaws. 
First,  the  patient  has  no  way  of  know- 
ing the  extent  of  information  released 
by  the  physician  if  the  patient  has  not 
seen  the  report.  Second,  the  patient 
may  not  fully  understand  the  implica- 
tions of  releasing  all  the  information 
to  the  people  and  agencies  that  can 
read  it,  nor  can  he  predict  the  long- 
term consequences  of  such  disclosures. 
Third,  information  used  to  pay  claims 
in  one  instance  may  be  disqualifying  for 
employment  or  future  insurance  in 
another.  Fourth,  the  law  demands  that 
patients  be  specifically  and  precisely 
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TABLE  1 

Patients  asked  to  sign  authorization  statements  for  release  of  informa- 
tion should  expect  the  following: 

That  no  insurance  institution  or  affiliated  organization  ask  or  require 
a patient  to  sign  any  statement  authorizing  the  institution  to  disclose  any 
information  about  the  patient  unless  the  statement  is: 

1)  in  plain  language; 

2)  dated; 

3)  specific  as  to  the  individual  (doctor)  and  institution  (hospital)  the  pa- 
tient is  authorizing  to  disclose  information: 

4)  specific  as  to  the  nature  of  the  information  the  patient  is  disclosing; 

5)  specific  as  to  the  individual  (insurance  agent)  or  institution  (insurance 
company)  to  whom  the  patient  is  giving  information; 

6)  specific  as  to  the  purpose  for  which  the  information  may  be  used 
in  the  present  and  the  future;  and 

7)  specific  as  to  the  expiration  date  of  the  authorization.  This  date  usually 
should  not  exceed  one  year  except  for  life  insurance  or  noncancelable 
or  guaranteed  renewable  health  insurance  that  extends  for  two  years. 

TABLE  2 

Physicians  are  asked  to  accept  authorization  statements  for  release  of 
medical  information  about  their  patients.  They  should  not  accept  as  valid 
any  authorization  that  is  not: 

1)  in  writing; 

2)  signed  by  the  individual  or  the  individual’s  representative  on  the 
date  specified; 

3)  clear  that  it  is  the  physician  being  authorized  to  disclose  information; 

4)  specific  as  to  the  nature  of  the  information  requested; 

5)  specific  as  to  the  institution  or  individual  to  whom  the  information 
is  being  given; 

6)  specific  as  to  the  purpose  for  which  the  information  may  be  used 
in  the  present  and  future;  and 

7)  specific  as  to  the  expiration  date  of  the  authorization.  This  usually 
should  not  exceed  one  year  except  for  life  insurance  or  noncancelable 
or  guaranteed  renewable  health  insurance  that  extends  for  two  years. 


informed  about  medical  matters  so 
they  will  make  informed  judgments. 

After  all,  surgical  permits  must  be 
specific  and  well  explained.  Side  effects 
from  medications  must  be  precisely 
outlined.  Patients  can  or  should  be  able 
to  expect  precise  insurance  authoriza- 
tion statements.  This  problem  was  ad- 
dressed in  1977  by  the  Privacy  Protec- 
tion Study  Commission9  that  stated, 
“many  authorization  forms  now  in  use 
are  so  broad  as  to  constitute  an  invita- 
tion to  abuse.  Many  do  not  indicate  that 
they  will  be  used  by  investigative 
reporting  agency  representatives  to 
develop  inspection  reports  or  acquire 
medical  record  information  to  be 
transmitted  to  the  insurer.  Many  do 
not  indicate  that  they  will  be  used  to 
get  credit  reports,  or  information  from 
banks  and  other  organizations.” 

Third  parties  have  understandable 
needs  for  the  information  they 
pressure  physicians  to  provide.  Physi- 
cians often  unwittingly  have  been 
made  agents  to  many  third  parties  who 
find  medical  information  administra- 
tively useful.  They  cooperate  and 
forget  their  primary  role,  which  is  to 
serve  the  patient.  Hippocrates  once 
said  to  one  of  his  students,  “Let  your 
best  means  of  treating  people  be  your 
love  for  them,  your  interest  in  their  af- 
fairs, your  knowledge  of  their  condition 
and  your  recognized  attentiveness  to 
them.10” 

Allen  Stone  observed  that  modern 
physicians  still  act  on  the  maxim  “do 
what  you  think  will  benefit  the  pa- 
tient.”11 This  attempt  by  physicians  to 
satisfy  two  parties  results  in  destruc- 
tive antagonistic  behavior  to  one  or 
both  parties.  Organizational  research 
suggests  that  whenever  three  parties 
are  involved  in  an  issue,  collusion 
results  when  any  two  of  the  three  par- 
ties become  antagonistic  toward  the 
one. 

Hagg  exemplified  this  phenomenon 
in  describing  48  cases  of  “split-field, 
relayer  triangle”12  as  the  cause  of 
anxiety  in  pathologic  behavior.  In  this 
phenomenon,  there  are  three  two  party 
antagonistic  relationships.  The  danger 


of  the  pathologic  triangular  collusion 
phenomenon  is  the  destruction  of  the 
patient-physician  relationship  with  the 
development  of  mistrust,  frustration 
and  anger  between  physicians  and 
patients. 

Once  the  trusting  relationship  is 
jeopardized,  the  patient  will  hesitate 
to  reveal  emotional,  psychological  or 
social  information.  Physicians  will 
receive  incomplete  histories  and  pa- 
tients will  lose  the  therapeutic  aspects 
of  effective  interchange.  Most  physi- 
cians have  experienced  the  destruc- 
tiveness of  patient  distrust,  antagon- 


ism, anger  and  fear,  especially  in  mili- 
tary facilities,  colleges  and  occupa- 
tional services. 

Once  physicians  re-emphasize  the 
value  of  these  principles  and  pressure 
third  parties  to  become  more  sensitive 
to  them,  the  following  practical 
measures  should  be  implemented: 

1)  The  management  of  the  split-field, 
relayer  triangular  system  is  extremely 
difficult;  therefore,  recognition  and 
avoidance  of  such  collusions  are  the 
best  means  of  avoiding  the  destructive 
consequences  of  this  phenomenon. 
Physicians  must  be  reluctant  and 
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cautious  in  providing  information  to 
any  agent  not  directly  involved  in  the 
continuing  care  of  the  patient.  Infor 
mation  about  the  patient’s  personal 
habits,  emotional  problems  and  social 
life  must  be  especially  guarded  and 
then  released  only  with  the  patient’s 
full  understanding  and  permission. 

2)  Physicians  should  follow  the 
recommendations  of  the  Privacy  Pro- 
tection Study  Commission  for  the  pa- 
tient ( Table  1 ) and  the  physician  (Table 
2)  with  regard  to  authorization  of 
medical  information  disclosure. 

3)  One  should  encourage  patients  to 
try  to  give  information  to  the  insurance 
companies  without  the  involvement  of 
their  physician.  If  a physician’s 
signature  is  necessary,  encourage  the 
patient  to  write  one’s  own  responses 
to  the  third  parties.  If  there  are  no 
deceptions,  the  physician  may  type  and 
sign  it,  keep  a copy  and  submit  another 
copy  to  the  patient. 

4)  The  physician  should  ask  third 
parties  to  submit  specific  questions 
about  what  information  is  desired.  Pa- 
tients then  can  be  allowed  to  answer 
the  list  the  best  they  can  before  sub 
mitting  it  to  the  physician  for  final 
review  and  approval. 

5)  Responses  must  always  be  in 


writing  and  sent  to  the  patient, 
especially  if  the  patient  has  had  no  in- 
put in  the  formulation  of  the  informa- 
tion requested. 

6)  If  third  parties  are  dissatisfied 
with  the  information  they  have  receiv- 
ed from  the  patient,  they  can  confront 
the  patient,  explain  the  consequences, 
gather  their  own  data,  or  hire  their 
own  agents  to  do  so.  If  the  patient 
withholds  information  or  gives  false  in- 
formation and  commits  fraud,  the  prob- 
lems exist  between  the  patient  and  the 
third  party. 

Confidentiality  is  a basic  ingredient 
of  an  effective  physician-patient  rela- 
tionship and  effective  patient  care.  The 
physician’s  right  to  maintain  the  effec- 
tiveness of  a trust  ing,  confidential  rela 
tionship  with  the  patient  outweighs 
third  party  demands  for  patient  infor 
mation.  Physicians  must  constantly 
strive  to  avoid  the  triangular  collusion 
between  patients,  themselves  and 
third  parties. 

Sensitivity  about  the  importance  of 
this  confidential  relationship  cannot  be 
dulled  by  the  long-term  subtle  erosion 
that  is  occurring.  The  right  to  maintain 
a confidential  patient  relationship  and 
to  use  this  as  a therapeutic  tool  can- 
not be  dismissed  by  third  parties  or 


signed  away  by  the  patient. 
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ISMA  Seeks  Expanded  Prenatal  Care  Funding 


CITING  THE  “dollars  and  infant 
lives  saved,”  Fred  Dahling,  M.D., 
president  of  the  Indiana  State 
Medical  Association,  called  for  support 
of  a legislative  proposal  to  expand 
funding  for  prenatal  care  programs  in 
Indiana. 

“More  infants  die  each  year  in  In 
diana  than  do  infants  in  37  other  states, 
yet  Indiana  ranks  47th  out  of  50  states 
in  Medicaid  funding  for  prenatal  and 
infant  care,”  said  Dr.  Dahling.  He  also 
said,  “The  medical  community  in  this 
state  has  witnessed  an  urgent  need  for 
the  state  to  ensure  that  more  pregnant 
women  and  their  children  are  eligible 
for  expanded  Medicaid  coverage  as 
provided  by  the  federal  government 
under  the  SOBRA  option." 

SOBRA  (Sixth  Omnibus  Budget 
Reconciliation  Act)  allows  states  to  ex- 
pand their  Medicaid  programs  for  preg- 
nant women  and  their  infants  in 
families  whose  incomes  are  at  or  below 
185%  of  the  federal  poverty  level.  The 
federal  government  would  provide  the 
funding  for  nearly  two-thirds  of  the  ex- 
panded program  and  the  state  would 
pick  up  one-third  of  the  share. 

In  1988,  the  Indiana  legislature 
opted  into  the  SOBRA  program  at  50% 
of  the  federal  poverty  level  ($4,650  an- 
nual income  for  a family  of  three). 

“While  we  certainly  appreciate  the 
current  SOBRA  expansion  in  Indiana, 


the  ISMA  hopes  the  legislature  will  see 
the  fiscal  wisdom  in  expanding  In 
diana’s  SOBRA  program  to  150%  of 
the  federal  poverty  level  (or  more)  and 
to  include  medical  care  for  children  up 
to  age  eight,”  Dr.  Dahling  said. 

“Given  Indiana’s  high  infant  mortal- 
ity rate,  this  issue  clearly  is  a priority 
item  on  the  health  legislative  agenda. 
(Indianapolis  had  the  worst  minority  in- 
fant mortality  rate  of  any  major  city 
in  1984  and  ranked  seventh  worst  for 
nonwhite  infant  mortality). 

Dr.  Dahling  called  for  a concerted  ef- 
fort by  the  medical  community,  policy- 
makers and  others  concerned  about 
this  issue  to  reduce  infant  mortality. 
“We  must  remove  the  financial  bar- 
riers to  prenatal  care  under  the 
Medicaid  program.  In  doing  so,  preg- 
nant women  can  receive  proper  and 
timely  prenatal  care  to  lessen  the 
likelihood  of  a low  birthweight  or  at- 
risk  infant.” 

Indiana’s  infant  morality  rate  is  11.2 
per  1,000  live  births.  The  U.S.  Surgeon 
General’s  1990  objective  for  health  care 
was  to  reduce  infant  mortality  to  nine 
deaths  per  1,000  live  births.  Indiana  is 
not  expected  to  meet  that  objective. 

A report  issued  by  the  Institute  of 
Medicine  showed  every  dollar  spent  on 
prenatal  care  saved  $3.38  in  medical 
care  for  low  birthweight  or  at-risk 
babies.  In  addition,  a study  completed 


by  Blue  Cross/Blue  Shield  showed  a 
low  birthweight  baby  costs  the 
Medicaid  program  on  the  average  of 
$15,000  during  its  first  year  of  life. 

In  its  report,  issued  last  August,  the 
National  Commission  to  Prevent  Infant 
Mortality  said  prenatal  care  can  reduce 
the  incidence  of  low  birthweight 
babies. 

The  report  indicated  that  prenatal 
care  was  more  cost  effective  than  the 
high  technology  care  needed  following 
birth  to  save  low  birthweight  babies. 
Lifetime  care  costs  for  low  birthweight 
babies  can  reach  $400,000,  the  national 
commission  report  said. 

Last  Dec.  20,  physician  represen- 
tatives met  with  the  editorial  boards 
of  the  Indianapolis  Star,  Indianapolis 
News,  Fort  Wayne  Journal  Gazette  and 
Fort  Wayne  Sentinel  to  discuss  the 
SOBRA  legislative  initiative.  The 
physician  representatives  included 
Fred  Dahling,  M.D.;  Virginia  Wagner, 
M.D.,  representing  the  Indiana 
Chapter  of  American  Academy  of 
Pediatricians;  and  Phil  Eskew  Jr., 
M.D.,  and  William  Graham,  M.D., 
representing  the  Indiana  Section  of  the 
American  College  of  Obstetricians  and 
Gynecologists.  ISMA  Director  of 
Public  Relations  Adele  Lash  attended 
the  meetings  at  the  Indianapolis 
newspapers. 
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SUMMER  TRACE  . . . 

A good  answer  to  some  of  the  hard  questions  your  older  patients  ask. 


a Where  can  I move  that  will  let 
me  live  independently  as  long 
vant  to,  yet  will  give  me  help  if 
I need  it?  And  what  if  I come  to  need 
complete  nursing  care  . . . would  that 
mean  another  move? 

A Summer  Trace  offers  residence 
options  of  studio,  one-  and  two- 
bedroom  independent  apartments 
with  kitchens.  If  you  need  assistance 
—a  little  or  a lot— it’s  available.  If  you 
need  a health  care  facility  for  short- 
term or  long-term  nursing  care,  it's 
right  on  the  premises.  Every  need  is 
taken  care  of  at  Summer  Trace.  No 
more  moves! 


Q 


Does  this  mean  that  I have  to  pay 
a large  endowment  or  entry  fee 
to'  live  at  Summer  Trace?  Will  it  ruin 
my  budget  and  deplete  my  estate? 


A No,  quite  the  opposite.  Summer 
Trace  is  an  upscale  rental 
retirement  community  that  requires 
no  entry  fee  or  endowment.  For  one 
affordable  monthly  rental  price,  you 
receive  housekeeping,  24-hour 
security,  maintenance,  transportation, 
twice-daily  gourmet  dining  and  social 
programs.  You’ll  be  spared  the  costly 
surprises  homeowners  get  from  old 
furnaces,  new  paint  jobs  and  a host 
of  other  unexpected  expenses. 


Q 

inqlo 


On  what  basis  can  you  whole- 
heartedly recommend  my  mov- 
irigTo  Summer  Trace? 


A Summer  Trace  welcomes  the 
opportunity  to  demonstrate  why 
it  is  known  as  one  of  the  very  best  full- 
service  retirement  communities.  Call 
for  an  appointment  and  stop  by  before 
or  after  work  ...  or  on  a weekend. 
Come  see  the  beautifully  appointed 
building  with  outdoor  walking  paths, 
gardening  plots,  3-acre  stocked 
fishing  lake  and  putting  green.  You’ll 
know  why  so  many  professionals 
recommend  Summer  Trace  as  a good 
answer  to  those  hard  questions. 


SUMMER  TRACE 
RETIREMENT  COMMUNITY 


12999  N.  Pennsylvania  Street 
Carmel,  IN  46032 
(At  U.S.  31  and  131st  Street) 

(317)  848-2448 


IM89  4-3-2 

To  find  out  more  about  Summer  Trace,  simply  fill  and  mail  this  coupon,  or  call  (317)  848-2448. 
I I Mail  me  the  brochure  about  Summer  Trace. 

I I Call  me.  I want  to  talk  to  a Summer  Trace  retirement  counselor.  ( ) 

Name  

Address  

City/State  


Zip_ 


v 


Jttoat, 

ENDLESS 

VACATION 

TRAVEL 

Resort  Condominium  Rentals 


Resort  Condominiums  offer  all  the 
comforts  of  home  --  and  then  some. 

• Space  and  privacy 

• Separate  bedrooms 

• Kitchen  facilities 

• Lots  of  extras 

• Seven  full  days  and  nights 

• Hundreds  of  premier  locations  throughout 
the  continental  United  States,  Hawaii, 
Mexico,  the  Caribbean  - and  Europe 

• Affordable  rental  rates 

call  ENDLESS  VACATION  TRAVEL 
1-800-428-6011 
(In  Indiana,  1-317-876-1999) 

To  receive  your  discount,  he 
sure  to  give  the  vacation 
agent  your  client  code  #9118. 


$50  Dollars  Off 
Resort  Condominium 
Rental  Week  to 
ISMA  Members!* 


Endorsed  by  the 
Indiana  State  Medical 
Association 
oart  of 

Youi  M Advantage" 
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Recent  Court  Rulings 


Hospital  Followed  Proper 
Procedures  in  Termination 

A hospital  did  not  violate  its  bylaws 
in  terminating  a physician’s  staff 
privileges,  an  Illinois  appellate  court 
ruled. 

The  physician,  a chest  surgeon,  join 
ed  the  hospital’s  courtesy  staff  in  1959. 
In  1969,  he  became  a member  of  the 
hospital’s  provisional  staff  under  a 
change  in  its  bylaws.  He  retained  the 
privileges  he  had  as  a member  of  the 
courtesy  staff.  He  could  admit  patients 
to  the  hopsital,  but  he  was  not  required 
to  attend  staff  meetings  and  could  not 
vote  on  hospital  affairs.  In  October 
1975,  the  credentials  committee  recom- 
mended reappointment  but  voted  to 
monitor  his  records  on  an  ongoing 
basis. 

On  May  27,  1976,  the  chairman  of  the 
credentials  committee  met  with  the 
physician.  He  criticized  him  for  failing 
to  see  his  patients  and  write  progress 
notes  with  adequate  frequency.  The 
physician  drafted  a memo  summariz- 
ing the  meeting  and  sent  a copy  to  the 
chairman.  In  the  memo  he  wrote  that 
complying  with  artificial  guidelines 
concerning  the  number  of  times  he  sees 
his  patients  and  the  number  of  times 
that  he  writes  hospital  record  progress 
notes  was  not  consistent  with  his  prin 
ciples  of  practice  and  that  the  problem 
would  certainly  continue.  It  would  only 
be  resolved  by  a decision  of  the  medical 
staff  or  board  of  directors,  he  wrote. 

The  credentials  committee  voted 
unanimously  to  recommend  that  the 
board  not  reappoint  the  physician.  He 
then  appeared  at  a staff  meeting  and 
discussed  his  desire  to  retain  privi 


Reprinted  from  recent  issues  of  The  Cita- 
tion, a medicolegal  digest  for  physicians 
prepared  by  the  Office  of  the  General 
Counsel  of  the  American  Medical 
Association. 


leges.  The  staff  voted  to  recommend 
that  he  not  be  reappointed.  The  physi- 
cian then  requested  a meeting  before 
the  judicial  review  committee  and  a 
written  statement  of  the  charges. 

The  committee  stated  the  most  im- 
portant charge  was  that  he  did  not 
meet  accepted  standards  of  medical 
care  with  regard  to  frequency  of  pa- 
tient visits.  There  was  no  evidence  that 
any  patient  had  been  harmed  by  his 
failure  to  write  more  frequent  progress 
notes  or  that  any  patient’s  stay  had 
been  unnecessarily  prolonged  by  his 
procedures.  The  judicial  review  com- 
mittee recommended  that  the  hospital 
reappoint  him. 

The  medical  staff  then  met  and 
voted  to  sustain  its  original  recommen 
dation  to  deny  staff  privileges.  The 
board  voted  not  to  reappoint  the  physi- 
cian to  the  staff. 

The  physician  then  sued  the  hospital 
for  wrongful  termination  of  his  staff 
privileges.  He  alleged  that  the  hospital 
failed  to  follow  its  bylaws  in  the  ter- 
mination proceedings,  the  proceedings 
were  fundamentally  unfair,  and  the 
decision  to  terminate  his  privileges  was 
arbitrary  and  capricious.  The  trial 
court  directed  a verdict  for  the  hospital 
on  the  claim  that  the  hospital  failed  to 
follow  its  bylaws;  the  court  dismissed 
the  claim  that  the  proceedings  were 
fundamentally  unfair;  and  the  court 
entered  judgment  on  the  jury’s  verdict 
in  favor  of  the  hospital  on  the  claim 
that  the  decision  to  terminate  his 
privileges  was  arbitrary  and 
capricious. 

On  appeal,  the  physician  claimed  the 
hospital  had  treated  him  unfairly 
because  it  did  not  afford  him  the  right 
to  be  heard  at  each  step  of  the  termina- 
tion process,  the  hospital  did  not  pro- 
vide him  with  a written  list  of  charges 
before  the  first  meeting  at  which  he 
spoke  to  the  medical  staff,  and  he  was 
not  allowed  to  appeal  from  the  medical 


staffs  final  recommendation  or  the 
hospital  board’s  decision. 

The  appellate  court  disagreed  with 
the  physician  and  affirmed  the  trial 
court’s  decision  for  the  hospital.  The 
appellate  court  found  that  the  hospital 
had  followed  proper  procedure  in  send- 
ing the  judicial  review  committee’s 
recommendation  back  to  the  medical 
staff  for  further  consideration.  The 
other  procedures  followed  by  the 
hospital  did  not  violate  principles  of 
fair  play.  The  physician  received  for- 
mal written  charges  before  the  commit- 
tee’s fact-finding  hearing,  and  he  had 
adequate  time  to  prepare  and  present 
his  defense,  the  court  said. 

The  hospital  is  a private  institution 
and  the  medical  staff  is  a voluntary 
association.  While  courts  will  not  sanc- 
tion expulsions  from  voluntary  associa- 
tions that  are  contrary  to  rudimentary 
due  process,  voluntary  associations  do 
not  need  to  accord  their  members  all 
of  the  due  process  protections  found 
in  the  U.S.  Constitution,  the  court  said. 
Therefore,  the  lack  of  a formal,  written 
charge  before  the  physician’s  meeting 
with  the  medical  staff,  when  the  physi- 
cian was  aware  of  the  charges  against 
him,  does  not  amount  to  deprivation  of 
fundamental  rights,  the  court  said. 

The  hospital  did  not  act  capriciously 
when  it  rejected  the  committee’s 
recommendation  that  his  privileges  not 
be  terminated.  The  committee  found 
that  he  had  delayed  in  dictating 
discharge  summaries  and  had  failed  to 
make  notations  in  several  instances 
regarding  patient  contact  while  pa- 
tients were  hospitalized. 

Further,  the  appellate  court  rejected 
the  physician’s  arguments  that  testi- 
mony by  two  expert  witnesses  should 
not  have  been  permitted  and  testimony 
by  a third  wit  ness  should  not  have  been 
stricken.  — Head  v.  Lutheran  General 
Hospital,  516  N.E.2d  921  (111.  App.  Ct., 
Nov.  25,  1987) 
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HMO  Held  Liable  in 
Malpractice  Action 

A trial  court  should  not  have 
granted  summary  judgment  in  favor  of 
an  HMO  in  a malpractice  action  against 
it,  an  Indiana  appellate  court  ruled. 

A patient  brought  an  action  against 
the  HMO  for  negligent  failure  to 
diagnose.  A trial  court  granted  sum- 
mary judgment  on  the  grounds  that  a 
corporation  cannot  be  vicariously  liable 
for  the  malpractice  of  a physician  in  its 
employment.  The  HMO  argued  that 
the  physicians  it  employed  were  in 
dependent  in  their  practice  of  medicine 
and  the  HMO  did  not  control  their 
judgment  in  diagnosis  or  treatment 
decisions. 

Reversing  that  decision,  the  appel- 
late court  said  the  treating  physician 
was  an  employee  of  the  HMO  and  his 
professional  activities  were  supervis- 
ed by  the  medical  director  of  the  HMO. 
The  circumstances  established  an 
employment  relationship  where  the 
physician  performed  acts  within  the 
scope  of  his  employment.  The  court 
said  the  practice  of  medicine  by  the 
HMO  was  exactly  the  same  as  the  prac- 
tice of  medicine  by  a professional  cor- 
poration. The  fact  that  the  HMO  was 
not  organized  under  the  Professional 
Corporation  Act  did  not  permit  it  to 
escape  liability  for  the  acts  of  one  of 
its  employees.—  Sloan  v.  Metropolitan 
Health  Council  of  Indianapolis,  Inc.,  516 
N.E.2d  1104  (Ind.  Ct.  of  App.,  Dec.  23, 
1987) 

Restrictive  Covenant 
Enforced  by  Court 

A trial  court  properly  granted  sum 
mary  judgment  in  favor  of  a medical 
corporation  on  its  claim  that  a former 
employee  had  violated  a restrictive 
covenant,  an  Indiana  appellate  court 
has  ruled. 


The  former  employee  was  a physi- 
cian specializing  in  cardiovascular  and 
thoracic  surgery.  His  contract  contain 
ed  a noncompetition  agreement  pro- 
hibiting him  from  competing  in  the 
practice  of  t horacic  and  cardiovascular 
surgery  for  a period  of  two  years  from 
the  date  of  termination  of  the  agree- 
ment within  a 30  mile  radius  of  the 
office. 

On  September  1, 1983,  the  physician 
was  notified  that  his  employment  was 
being  terminated.  In  January  1984,  he 
set  up  practice  in  cardiovascular  and 
thoracic  surgery  within  30  miles.  The 
medical  corporation  filed  suit  seeking 
an  injunction  or  the  $50,000  in  li- 
quidated damages  that  was  provided 
in  his  contract.  A trial  court  found  in 
favor  of  the  medical  corporation,  and 
the  physician  appealed. 

Affirming  the  decision,  the  court 
said  that  the  30-mile  restriction  was 
not  unreasonable,  since  there  was  a 
substantial  patient  base  within  that 
area.  The  court  said  that  the  $50,000 
liquidated  damages  provision  was  not 
an  unenforceable  penalty,  since  during 
his  four  years  of  employment  with  the 
corporation,  the  physician  produced 
more  than  $720,000  in  surgical  fees. 
The  covenant  not  to  compete  was  en- 
forceable, even  though  the  corporation 
did  not  establish  a valid  reason  for 
discharging  the  physician.  There  was 
no  evidence  that  the  corporation 
engaged  in  bad  faith,  and  the  physician 
voluntarily  entered  into  the  con 
tract  . — Gomez  v.  Chua  Medical  Cor- 
poration, 510  N.E.2d  191  (Ind.Ct.  of 
App.,  July  14,  19871- 


Man  Guilty  of  Murder 
in  2-Year-Old's  Death 

A man  who  beat  his  girlfriend’s 
2-year-old  child  was  guilty  of  murder 


and  battery,  the  Indiana  Supreme 
Court  ruled.  The  child  was  taken  to  a 
hospital  because  of  serious  head  in 
juries,  a vaginal  opening  larger  than 
expected  for  a child  her  age,  and  a 
bruise  around  her  anus.  She  died  two 
weeks  later  of  a staph  infection  that 
developed  while  she  was  recovering 
from  brain  surgery.  The  boyfriend  ad- 
mitted hitting  and  kicking  the  child 
several  times.  On  appeal  from  his  con- 
viction, he  claimed  he  was  not  respon- 
sible for  her  death.  He  argued  that 
because  less  than  0.015%  of  hospital 
patients  die  of  staph  infections  it  was 
an  extraordinary  intervening  cause 
making  it  unfair  to  hold  him  responsi- 
ble for  her  death.  Affirming  his  convic- 
tion, the  court  said  that  the  staph  in- 
fection was  a direct  result  of  the 
surgery  and  hospitalization  caused  by 
the  injuries  he  inflicted.  — Gibson  v. 
State  of  Indiana,  515  N.E.2d  492  (Ind. 
Sup.  Ct.,  Nov.  13,  1987) 

Hospital  Not  Liable 
For  Visitor's  Fall 

A hospital  was  not  liable  for  injuries 
to  a hospital  visitor  who  slipped  and 
fell,  an  Indiana  appellate  court  ruled. 

The  visitor  was  found  lying  on  the 
floor  in  a restroom.  He  was  admitted 
to  the  hospital  for  observation  and 
later  was  transferred  to  another 
hospital.  He  was  treated  and  under- 
went surgery  but  his  condition  failed 
to  improve.  Nine  days  later  he  died 
from  a head  injury. 

Affirming  summary  judgment  in 
favor  of  the  hospital,  the  court  said  the 
patient’s  estate  failed  to  prove  the  floor 
was  slick  or  slippery.  Since  the  estate 
failed  to  establish  that  the  hospital  was 
negligent,  the  hospital  was  entitled  to 
summary  judgment.  — Ogden  Estate  v. 
Decatur  County  Hospital,  509  N.E.2d 
901  (Ind.  Ct.  of  App.,  July  9,  1987) 
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THE  GOVERNOR’S  HEALTH 
PROJECT  of  the  Indiana  Department 
of  Human  Services  is  working  with  a 
smoking  cessation  task  force  as  part 
of  the  Healthy  Older  People  initiative. 
The  task  force  includes  professionals 
from  business,  education  and  health 
care  fields  and  has  developed  educa- 
tional materials  that  address  the  smok- 
ing cessation  needs  of  the  55-year-old 
and  older  population.  Jean  Elmore, 
R.N.,  is  chairman  of  the  task  force, 
which  sent  letters  signed  by  Gov. 
Robert  Orr  to  about  11,000  doctors  and 
dentists  in  Indiana  asking  them  to 
stress  smoking  cessation  to  their  older 
patients.  Brochures  titled  “How  Much 
Has  Smoking  Cost  You?”  are  available 
from  the  Indiana  Department  of 
Human  Services,  Governor’s  Health 
Project,  251  N.  Illinois,  P.O.  Box  7083, 
Indianapolis,  Ind.  46207-7083,  or  call 
(317)  232-1207. 

ATLAS  OF  U.S.  CANCER  MOR 
TALITY,  Atlas  of  Mortality  Among 
Whites:  1960-1980  is  available  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office, 
Washington,  D.C.  20402.  Data  tapes 
may  be  purchased  from  the  National 
Technical  Information  Service,  5285 
Port  Royal  Road,  Springfield,  Va. 
22161. 

THE  NATIONAL  CANCER  INSTI- 
TUTE (NCI)  is  sponsoring  an  education 
and  information  program  to  increase 
the  number  of  patients  who  participate 
in  cancer  treatment  studies  (clinical 


trials).  Cancer  treatment  studies  are  a 
critical  step  in  the  development  of  new 
approaches  to  improve  cancer  treat- 
ment. Therapies  validated  by  three 
decades  of  studies  have  greatly  in- 
creased cancer  survival  rates  for  many 
types  of  cancer.  NCI  is  undertaking  a 
special  recruitment  initiative  for  to- 
day’s treatment  studies  because  the 
current  level  of  patient  participation 
is  inadequate  for  maximizing  progress. 

Overall  estimates  suggest  that  each 
year  only  about  25,000  of  the  more  than 
1 million  Americans  newly  diagnosed 
with  cancer  take  part  in  NCI-sponsored 
treatment  studies.  Some  cancers  in 
which  new  treatment  approaches  are 
most  promising  have  the  lowest  clinical 
trial  participation  rates,  such  as  studies 
of  chemotherapy  and  surgery  (adju 
vant  chemotherapy)  for  colon  and  rec- 
tal cancers. 

Today  many  promising  treatment 
approaches  have  been  developed,  but 
their  effectiveness  and  safety  cannot 
be  evaluated  adequately  unless  enough 
patients  agree  to  participate  in  treat- 
ment studies. 

Increased  enrollment  in  clinical  trials 
could  mean  that  new  treatment  ap- 
proaches could  be  tested  sooner  and 
scientific  questions  could  be  answered 
sooner.  Also,  individual  studies  could 
proceed  more  quickly  and  less  expen- 
sively. In  addition,  treatment  studies 
provide  the  most  up-to-date  cancer 
care,  whether  patients  receive  a new 
treatment  approach  or  the  best  current 


standard  therapy,  which  is  often  com- 
pared with  the  new  approach  for  effec- 
tiveness. Wider  participation  would 
allow  more  patients  to  benefit  from  the 
sophisticated  therapy  that  trials 
provide. 

These  improvements  in  cancer  care 
should  help  NCI  reach  its  goal  of  reduc- 
ing cancer  mortality  rates  by  the  year 
2000.  The  free  NCI  booklet,  “What  Are 
Clinical  Trials  All  About?”  is  available 
from  the  Office  of  Cancer  Communica- 
tions, National  Cancer  Institute, 
Building  31,  Room  10A-24,  Bethesda, 
Md.,  20892.  The  publication  number  is 
86-2706. 

THE  LEUKEMIA  SOCIETY  OF 
AMERICA,  through  its  patient  aid  pro- 
gram, has  developed  local  family  sup- 
port groups  throughout  the  country. 
The  society  recognizes  the  special 
needs  of  people  with  leukemia, 
Hodgkin’s  disease,  lymphoma  or  multi 
pie  myeloma. 

Program  goals  are  to  encourage 
greater  communication  between  pa- 
tients and  their  families,  their  medical 
team  and  their  friends.  Patients,  their 
family  members  and  those  who  have 
a relative  or  friend  who  has  died  of  a 
leukemia-related  disease  are  invited  to 
the  support  group  meetings.  There  is 
no  charge  for  the  service.  For  informa- 
tion on  meeting  times  and  locations, 
write  to  the  Leukemia  Society  of 
America,  4720  Kingsway  Dn,  In- 
dianapolis, Ind.  46205,  or  call  (317) 
255-8787. 
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TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  BR  156,  1226  W.  Michigan  St.,  Indianapolis  46222. 

Glaucoma  Medications 

CONTINUED  FROM  PAGES  105  107 


1.  Asthma  may  be  exacerbated  by  each 
of  the  following  agents  except: 

a.  Dipivalyl  Epinephrine 

b.  pilocarpine 

c.  Bunolol 

d.  timolol 

2.  Systemic  side  effects  of  beta- 
adrenergic  blocking  agents  include 
each  of  the  following  except: 

a.  bradycardia 

b.  cardiac  irritability 

c.  impotence 

d.  bronchospasm 

3.  The  agents  most  likely  to  cause 
systemic  side  effects  include  all  of  the 
following  except: 

a.  acetazolamide  6. 

b.  betoptic 

c.  pilocarpine 

d.  Neptazane 


4.  All  of  the  following  medications  are 
used  in  the  treatment  of  glaucoma  as 
eyedrops  and  are  therefore  frequent- 
ly overlooked  as  a cause  of  systemic 
side  effects  except: 

a.  acetazolamide 

b.  Dipivalyl  Epinephrine 

c.  Phospholine  Iodide 

d.  Bunolol 

5.  Which  of  the  following  agents  may 
cause  prolonged  apnea  and  paralysis 
in  association  with  general  anesthesia? 

a.  Timoptic 

b.  Diamox 

c.  Phospholine  Iodide 

d.  pilocarpine 

Systemic  side  effects  of  carbonic 
anhydrase  inhibitors  commonly  include 
each  of  the  following  except: 
a.  anorexia 


b.  depression 

c.  tachycardia 

d.  renal  stones 

7.  Aplastic  anemia  related  to  the  use  of 
carbonic  anhydrase  inhibitors  is  dose 
related  and  reversible  with  cessation 
of  the  drug. 

a.  true 

b.  false 

8.  A sulfonamide-related  skin  reaction  is 
seen  with: 

a.  Phospholine  Iodide 

b.  Propine 

c.  acetazolamide 

d.  Betagan 

9.  Treatment  of  bronchospasm  related  to 
use  of  Timoptic  is  best  treated  by: 

a.  switching  to  Betagan 

b.  stopping  the  drug 

c.  instituting  theophylline 

d.  observation 

10.  Gastrointestinal  side  effects  (anorexia, 
nausea,  diarrhea,  etc.)  may  be 
associated  with  each  of  the  following 
except: 

a.  pilocarpine 

b.  Echothiophate  Iodide 

c.  Dipivalyl  Epinephrine 

d.  methazolamide 


JANUARY 
CME  QUIZ 
Answers 


Following  are  the  answers  to  the  CME  quiz  that  ap 
peared  in  the  January  1989  issue:  “Persistent 
Pulmonary  Hypertension  of  the  Newborn." 


6.  d 

7.  e 

8.  b 

9.  c 
10.  b. 


Answer  sheet  for  Quiz: 

1.  a b c d 

2.  a b c d 

3.  a b c d 

4.  a b c d 

5.  a b c d 


(Glaucoma  Medications) 

6.  a b c d 

7.  a b 

8.  a b c d 

9.  a b c d 

10.  a b c d 


Name  (please  print  or  type) 


Address 


I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  I.U.  School  of 
Medicine.  I have  read  the  article  and  answered  the  quiz 
on  the  answer  sheet  above.  I understand  that  my  answer 
sheet  will  be  graded  confidentially,  at  no  cost  to  me,  and 
that  notification  of  my  successful  completion  of  the  quiz 
(80°/o  of  the  questions  answered  correctly)  will  be  directed 
to  me  for  my  application  for  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  I also  under 
stand  that  if  I do  not  answer  80°/o  of  the  questions  correctly 
I will  not  be  advised  of  my  score  but  the  answers  will  be 
published  in  the  next  issue  of  Indiana  Medicine. 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month’s  quiz,  send  your  completed, 
signed  application  before  March  10.  1989,  to  the  address  ap- 
pearing at  the  top  of  this  page. 
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PHYSICIANS'  DIRECTORY 


CARDIOLOGY 

DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 
JAMES  W.  VAN  TASSEL,  M.D. 
JANE  HOWARD,  M.D. 
MICHAEL  BOURNIQUE,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 
CHARLES  M.  ORR,  M.D. 
JAMES  H.  ADLAM,  M.D. 
FRANK  J.  GREEN,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 
PERCUTANEOUS  VALVULOPLASTY 
ELECTROPHYSIOLOGIC  TESTING 

ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  400 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  871-6666 
(TOLL-FREE)  800-732-1482 
(TOLL-FREE)  800-CHD-PTCA 
(NATIONAL  TOLL-FREE)  1 -800-CAD-PTCA 

DAY  OR  NIGHT 
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PHYSICIANS'  DIRECTORY 


CARDIOLOGY 


INDIANA  HEART  PHYSICIANS,  INC. 

Beech  Grove  Medical  Center 

H 0 Hickman,  Jr , MD,  FACC 

Cardiology  and  Cardiac  Catheterization 

112  North  17th  Avenue 

Thomas  M Mueller,  MD, FACC 

Coronary  Angioplasty 

Suite  300 

J Douglas  Graham,  MD,  FACC 

Balloon  Valvuloplasty 

Beech  Grove  IN  46107 

Kathleen  H Flohr,  PhD,  MD,  FACC 

Electrophysiology 

With  additional  offices  lucatud  in  the 
Ind  inapolis-Grcenwood  area  and  Columbus 

Jeffrey  F Christie,  MD 

Permanent  Pacemaker  Implantation 

David  J.  Hamilton,  MD 

Nuclear  Cardiology 

Stephen  H Kliman,  MD,  FACC 
Thomas  C Passo,  MD 

Doppler  and  Echocardiography 
Exert  ise  Strom  1 estn i 

Indianapolis-Greenwood: 

Holter  Monitoring 

(317)783-8800 

ECG  Event  Mnnitonng 

(800)992-2081  (Indiana  Only) 

Pacemaker  Siirveillam  o 

Columbus 

Stress  Echocardiography 

(812)379-2020 

Nonmvasivo  Peripliui  il  V r ular 

(800)  537-9587  (Indiana  Only) 

Evaluation 

INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  John  A.  Azevedo,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
DOPPLER  AND  ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(31  7)  359-3501  PHYSICIAN  REFERRAL  ONLY 


7250  Clearvista  Drive 
Suite  #227 

Indianapolis,  Indiana  46256 
(31  7)  841-5385 
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PH  Y SI  Cl  A NS  ’ DIRECTORY 


CARDIOLOGY 


FORT  WAYNE 

CWhlOIOGY 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 


Fred  Doloresco,  M.D.,  F.A.C.C 
John  F.  Phillips,  M.D.,  F.A.C.C. 
Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D. 


are  pleased  to  announce  the  association  of 
James  J.  Fleger,  M.D.,  F.A.C.C. 


for  the  practice  of  cardiology. 


Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)  482-4865 
1-800-637-6505  (Indiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois) 
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ORTHOPEDIC  SURGERY 


FRACTURE  CARE/TRAUMA 
SPORTS  MEDICINE 
ARTHROSCOPIC  SURGERY 
JOINT  RECONSTRUCTION 
SCOLIOSIS 
SPINAL  SURGERY 
SHOULDER  SURGERY 
HAND  SURGERY 
FOOT  SURGERY 
PEDIATRIC  ORTHOPAEDICS 
ADULT  ORTHOPAEDICS 


OFFICE  ANSWERS  DAY  & NIGHT 


TOLL  FREE  IN  INDIANA  (800)  223-3381 

DONALD  S.  BLACKWELL,  M.D. 
F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 
WILLIAM  O.  IRVINE,  M.D. 
JOSEPH  C.  RANDOLPH,  M.D. 
DONALD  E.  RUSSELL,  M.D. 

MARK  R.  STEVENS,  M.D. 
TERRY  R.  TRAMMELL,  M.D. 
ANDREW  J.  VICAR,  M.D. 
VINCENT  L.  FRAGOMENI,  M.D. 
JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 
SANFORD  S.  KUNKEL,  M.D. 
DAVID  A FISHER,  M.D. 
HENRY  G.  STEIN,  M.D.,  F.A.C.S. 

Orthopaedic  Surgeons 


MAIN  OFFICE 

1801  N.  Senate  Blvd. 
Suite  200 


923-5352 


Appointment  Scheduling  924-2778 


WESTLAKE 

805  Beachway  Dr. 

IfWPJiPP 


DANVILLE 

252  Meadow  Dr. 


Major  Credit  Cards  Accepted 
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CLINICAL,  ANATOMIC  PATHOLOGY 


The  Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 
5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 


TOXICOLOGY 

MICROBIOLOGY 

CHEMISTRY 

HEMATOLOGY 

HISTOLOGY 


Free  Courier  Service 

Assignment  Accepted: 
Medicare  / Medicaid 
1st  Care-Maxicare 
BC/BS  VIP  and  PCI 
Programs- Health  PI  us 

24  Hour  Pathology 
Consultation 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  317/248-2448 


"Here  Today  To  Serve  You  Tomorrow" 


CRITICAL  CARE 

PULMONARY  DISEASE 

M Methodist  „om„A1 

Htt  | CRITICAL  CARE 

»■  llOSpiLHl  or  INDIANA  INI  MEDICINE 

Specialists  in  the  care  of 
critically  ill  or  injured  patients 

David  Powner,  M.D  , F.C.C.P 
Michael  Buran,  M D Regis  Lagler,  M.D. 

Stephen  Olvey,  M.D  Daniel  J.  Polacek,  M.D. 

1701  North  Senate  Boulevard 

Indianapolis,  IN  46202  (317)  929-5293 

RICHARD  E.  BRASHEAR,  M.D.,  F.A.C.P. 

Pulmonary  Disease 

St  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  815 
Indianapolis,  Indiana  46260 

(317)  871-6200 
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CLINICAL,  ANATOMIC  PATHOLOGY 


CPI 


CENTRAL  INDIANA 
PATHOLOGY  LABORATORIES.  INC. 


Edwin  E.  Pontius,  M.D.,  F.C.A.P. 
Director 

Mary  L.  Forster,  M.D.,  F.C.A.P. 
Co  Director 

Elizabeth  C.  Bond,  M.T.  (ASCP),  S.M. 
Administrator 


• PROMPT  WALK-IN  SERVICE 

• 24  HOUR  TURNAROUND 
FOR  MOST  TESTS 

• COURIER  SERVICE  FOR 
PHYSICIAN  OFFICES 

• ASSIGNMENT  ACCEPTED  ON 
MEDICARE  AND  MEDICAID 

• BLUE  SHIELD  V. I P.  AND 
PREFERRED  PROVIDER 

• ACCEPT  MAXICARE,  FIRST  CARE, 
HEALTH  PLUS,  ETC. 


MAIN  LABORATORY 

Northwest  Medical  Building 
3500  Lafayette  Rd.  291-9364 

BRANCH  LOCATIONS 

Westlake  Medical  Building 
805  Beachway  Dr.  244-7754 

Zionsville 

50  Boone  Woods  873-4286 

Across  from  Community  North  Hosp. 
7430  N.  Shadeland  Ave.  841-0133 


• A FULL  SERVICE  OUTPATIENT  CLINICAL  LABORATORY  • 


ORTHOPEDIC  FOOT 
SURGERY 


OTOLOGY 


ROBERT  M.  PALMER,  M.D. 

MERIDIAN  OTOLOGY  LAB 

A.A.O.S.  F.A.C.S. 

“Complete  Audiometric  Evaluations 

“Hearing  Aid  Evaluations  and  Dispensing 

Diplomate  of  the  American  Board 

“Brainstem  Auditory  Evoked  Response 

of  Orthopaedic  Surgery 

“Visual  Evoked  Response 

Member  of  the  American  Orthopaedic 

* Electrons  stagmography 

Foot  and  Ankle  Society 

“Assistive  Listening  Devices — Demonstrations  Available 

ORTHOPAEDIC  RECONSTRUCTIVE 

Richard  Kurtz,  M.D.  Jack  Summerlin,  M.D. 

SURGERY  OF  THE  FOOT  AND  ANKLE 

Marvin  R.  Kolodny,  Ph.D. 

2020  W 86th  Street.  Suite  304 

Director  of  Audiology 

Indianapolis.  Indiana  46260 
(317)  872-3364 

32R6  \.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  Cl  17)  92f>-7077 
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ALCOHOLISM 

TREATMENT 

ALCOHOLISM 

TREATMENT 

Eugene  G.  Roach,  M.D. 

Medical  Director 


Anderson  Center 

of  Saint  John  s 

22  1 0 Jackson  Street 
Ande'son  Indiana460l4 


1 -800-435-9143  or  (317)  646-8383 

•Comprehensive  Alcohol  and  Drug  Treatment 
•Separate  Programs  for 
Adolescents  & Adults 
•Free  Assessment  & Intervention 


Douglas  Bullington,  M.D. 

Program  Director 

COUNTERPOINT  CENTER 

""  at  CPC  Valle  Vista  Hospital 
J 898  E.  Main  Street 
Greenwood,  IN  46143 
317/887-1348 

• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-a-day 


ALCOHOLISM  TREATMENT 


Indiana’s  Leading  Hospitals  Specializing  In  The 
Treatment  of  Alcoholism  and  Drug  Abuse. 


KOALA 

CENTERS 


• adolescent  program 

• adult  program 

• family  program 

• older  adults  program 

• impaired  professionals  program 


• cocaine  program 

• outpatient  program 

• disabled  program 

• relapse  program 

• co-dependency  program 


OUTREACH  OFFICES 


Bloomington  • Fort  Wayne  • Clarksville  • Merrillville  • Indianapolis  • Marion 
South  Bend  • Greenwood  • Evansville  • Anderson  • Kokomo  • Lafayette 


Michael  Chadwick,  M D 
David  Gregory,  M D 
Koala  Center 
2223  Poshard  Drive 
Columbus,  Indiana 
(812)376-171 1 


John  Saalwaechler,  M D 
Koala  Adolescent  Center 
1404S  State  Avenue 
Indianapolis,  Indiana 
(317)783-4084 


John  Krueger,  M D 
Koala  Center  of 
St  Joseph  Medical  Center 
700  Broadway 
Fort  Wayne.  Indiana 
(219)425-3825 


Daniel  Kubley,  M D 
Koala  Center 
1800  N Oak  Road 
Plymouth,  Indiana 
(219)936-3784 


Kete  Cockrell,  M D 
Koala  Center 
1 71 1 Lafayette  Avenue 
Lebanon,  Indiana 
(317)482-371 1 


Indiana  Toll-Free  • 24-Hour  HELPLINE  • 1-800-622-4711 
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INTERNAL  MEDICINE 


INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley.  M D , FACP 
George  W Applegate  M D 
Richard  Bloch  M D 
Charles  B Carter.  M D 
William  H Dick.  M D . FACP 
M Carol  Greenlee.  M D 


Theodore  F Hegeman.  M D 
Douglas  F Johnstone,  M D 
Wendy  L Kindig,  M D 
LeRoy  H King,  Jr  , M D FACP 
Mary  A Margolls,  M D 
Tim  E Taber.  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 


By  Physician  Referral 


Answering  Service  926-3466 


Clinical  Nephrology,  Hemodialysis.  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


MERIDIAN  MEDICAL  GROUP,  P.C. 

MAIN  OFFICE  - 1801  N.  Senate  Blvd. 

929-5800 

NORTH  OFFICE 

- 3077  E.  98th  St. 

(98th  & Keystone)  843-8704 

CARDIOLOGY 

METABOLISM  & 

Warren  E Coggeshall,  M D 

846-5666 

ENDOCRINOLOGY 

Richard  R,  Schumacher,  M 0 

929 5818 

William  M Holland,  M D 

843-8700 

Richard  B Wenzler,  M D 

929-5818 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

Douglas  H While,  Jr , M D 

843-8736 

Robed  D Pickett,  M D 

846-4696 

B T Maxam,  M D 

843-8703 

Lee  G Jordan,  M.D 

929-5826 

Michael  B DuBois,  M D 

929-5806 

Madin  P Meisenhetmer,  M D 

929  5816 

Patricia  K Hendershot,  M D. 

929-5815 

John  C,  Kohne,  M D 

929-5822 

Douglas  J Moeller,  M D 

929-5808 

Gregory  P,  Blitz,  M D. 

929-5821 

Timothy  J Story,  M D 

929-5811 

Brian  G Sped,  M D 

929-2267 

John  F.  Schaefer,  Jr.,  M D 

929-5807 

Vanessa  Z.  Ameen,  M D,  (PEDIATRICS) 

Elisabeth  K Datena,  M D 

929-5809 

929-5858 

Bradley  M Sutler,  M D 

929-5813 

HEMATOLOGY/ 

CHILD  NEUROLOGY 

ONCOLOGY 

Bradford  R Hale,  M D (PEDIATRICS) 

James  E,  Schroeder,  M D, 

929-5812 

929-5823 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 


JOHN  A.  GAVINS,  M.D. 

8220  NAAB  ROAD,  SUITE  105 
INDIANAPOLIS.  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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Eugene  G.  Roach,  M.D. 

Medical  Director 

Anderson  Center 

of  Solnt  John  s 

22\  Ci  Jackson  Street 
Anderson  Indiana  460  1 4 

1-800-435-9143  or  (317)  646-81 14 

•Comprehensive  Psychiatric  Treatment 
•Separate  Programs  for  Adolescents 
Adults  & Geriatrics 
•Program  for  Dual  Diagnosis 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634  9930 

Larry  M.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 
Balwant  S.  Mallik,  M.D.  George  McAfee,  M.D. 
Judith  L.  Campbell,  M.D. 


Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 


DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D. 
Robert  M.  Hurwitz,  M.D. 


Howard  R.  Gray,  M.D. 
William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 
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OPHTHALMOLOGY 


NEUROLOGY 


GARY!  RAFLO 

M D FACS 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9333  NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


FELLOW  AMERICAN  COLLEGE  OF  SURGEONS 

AMERICAN  SOCIETY  OF  OPHTHALMIC  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY 


DIPLOMATE:  AMERICAN  BOARD  OF  OPHTHALMOLOGY 


SURGERY:  EYELID  AND  EYEBROW  COSMETIC  SURGERY 
PTOSIS 

EY  ELID  AND  ORBITAL  TUMORS 
LACRIMAL  DRAINAGE  DISORDERS 
ORBITAL  AND  FACIAL  TRAUMA 
THYROID  EYE  DISORDERS 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Pam,  Headache  & 

Diseases  of  the  Autonomic  Nervous  System  Including  Dizzmess 

Testing  Available 

3 17*87 1-6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #726 
South:  University  Heights  Professional  Bldg.,  Suite  M 


CARDIOVASCULAR  SURGERY 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular 
testing  services  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville.  Indiana  47710 
812  423-2395 
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CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  KOKOMO 

Community  Medical  Arts  Center 
3611  South  Reed  Rd  (31  Bypass) 
Kokomo,  Indiana  46902 
317-453-0606 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd  , Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425  317-926-3466 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


GARY  T.  RAFLO 

m d . , F.A.C.S. 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


93  33  NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


JOHN  G.  PANTZER  JR.,  M.D. 

Fellow 

American  College  of  Surgeons 
Diplomate 

American  Board  of  Plastic  Surgery 
1801  North  Senate  Blvd 
Suite  735 

Indianapolis,  Indiana  46202 
Tel:  317-929-5500 


COLON  AND  RECTAL 
SURGERY 


ABDOMINAL  SURGERY 


TED  W.  GRISELL,  M.D. 

Providing  consultative  services 
for  physicians  throughout  Indiana 
for  pal  nods  with 
complex  management  problems 
5317  East  16th  Street  317  3598261 

Indianapolis  46218  Phone  answered  24  hours 


W.  M.  KENDRICK,  M.D. 
G.  A.  DONNALLY,  M.D. 
R.  JAMES  WILSON,  M.D. 

W.  E.  KELLEY,  M.D. 
RICHARD  L.  STOUT,  M.D. 
PAULA  A.  HALL,  M.D. 

Practice  limited  to  Colonoscopy, 
Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317  831-9300 
1-800-222-7994 

(JCAH  Accredited) 
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INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE:  317/927-5770 
TOLL  FREE:  1-800-ONC-HEME 
1-800-662-4363 


Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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WINONA’S 

SLEEP/WAKE 

DISORDERS 

CENTER 

Accredited  by  the  Association  of  Sleep  Disorders 
Centers  since  1986.  Specialists  in  the  evaluation 
of  sleep/wake  disorders  in  adults  and  children. 


• Sleep  Apnea 

• Insomnia 

• Narcolepsy 

• Enuresis 


• Sleepwalking 

• Impotency  Testing 

• Hypersomnolence 

• Workshift  Disturbances 


Kenneth  N.  Wiesert,  MD,  ACP 
Fellow  of  the  Clinical  Sleep  Society,  Medical  Director 

Frederick  A.  Tolle,  MD,  FACP 
Associate  Director 

(317)927-2100 


WINONA 

Memorial  Hospital 
3232  N Meridian  St 
Indianapolis,  IN  46208 


Accredited 


€) 
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RADIATION  ONCOLOGY 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 
812-234-7756 


VINCENNES 
Good  Samaritan  Hospital 
812-885-3478 


ROGER  ROBISON,  M.D.,  F.AC.P.  . . . M.D.  Anderson,  1980 
DAVID  BELL,  M.D.,  Ph.D.  . . . M.D.  Anderson,  1981 

TAE  CHUNG,  M.D.  . . . Chicago  Hines  V.A.,  1976 

B.  JAY  JAILWALA,  M.D.  . . . Cincinnati,  1985 

Emergency  24-hour  phone:  (812)  299-9514 
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PERIPHERAL  VASCULAR  SURGERY 


VASCULAR  SURGERY,  P.C. 

Austin  L.  Gardner,  M.D. 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

B\as(*ular_z 

Mobile 
\>n-inra.sire 
~ lestin" 

Spencer  F.  Goodson,  M.D. 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 

COLON  AND  RECTAL 
SURGERY 


William  S.  Sobat,  M.D. 

Specialist  in  the  diagnosis  and  treatment  of 
colon  and  rectal  disease 

• 

A 

INDIANA  COLON  & RECTAL  CENTER,  P.C. 

1633  North  Capitol 
Suite  622 

Indianapolis,  IN  46202 
923-7211 

Fellow  of  the  American  College  of  Surgeons. 


Attention  Indiana  Physicians 

The  Physicians'  Directory  is  the  most  ethical  and 
professional  method  of  announcing  a specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours  and  telephone 
number  for  the  convenience  of  colleagues  in  refer- 
ring patients. 

The  title  of  diplomate  of  a specialty  examining 
board,  a requirement  foradmission  to  the  directory, 
offers  its  assurance  of  qualifications  whether  listed 
or  not. 

In  addition  to  providing  benefits  to  physicians, 
the  directory  is  a practical  means  of  providing  fi- 
nancial support  for  INDIANA  MEDICINE. 

All  diplomates  of  the  1SMA  are  invited  to  enter 
a professional  card  in  the  directory. 
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Re-introduce  The  Oldest 
Advance  In  Medicines. 


iwAirr  ^ 


It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don't  spend  its  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a y<  lunger  perst  in’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  it  they  don’t  tell  you  first,  ask  them  what  they're  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine's  name,  how  and  when  to  take  it.  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It's  the  way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 

^ “ National  Council  on 

R Uatient  Information  and  Education, 
tititi  Eleventh  St  N \V  Suite  Mill 
Washington.  I > C 200(11 
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Plastic  Surgeons  Refute 
Dangers  of  Breast  Implants 

The  American  Society  of  Plastic  and 
Reconstructive  Surgeons  reports  that 
silicone  gel  implants  do  not  cause 
breast  tumors  in  humans.  This  state- 
ment, which  was  endorsed  by  the 
American  Society  for  Aesthetic  Plastic 
Surgery,  was  issued  in  response  to 
claims  by  a consumer  advocacy  group 
that  a recent  study  links  silicone  gel 
implants  to  the  development  of  breast 
cancer. 

Dr.  George  Reading,  president  of 
ASPRS,  said  current  data  indicate  that 
breast  cancer  of  any  type  is  not  any 
more  common  in  augmented  women 
than  in  women  without  implants.  Dr. 
Garry  Brody,  a clinical  professor  of 
plastic  surgery  at  the  University  of 
Sout  hern  California,  said  if  silicone  car- 
ried special  dangers,  people  with 
pacemakers  and  plastic  joints  would 
have  shown  higher  than  normal  in- 
cidences of  cancers. 

Grants  Available  From 
Diabetes  Foundation 

The  Juvenile  Diabetes  Foundation 
International  has  research  grants 
available  for  1989  and  1990. 

To  obtain  an  application,  write  Grant 
Administrator,  Juvenile  Diabetes 
Foundation  International,  432  Park 
Avenue  South,  New  York,  N.Y.  10016. 
Completed  applications  must  be  receiv- 
ed by  March  1,  1989. 

Clipping  Service  New 
Feature  of  AMA/NET 

The  AMA/NET  has  introduced  the 
Clipping  Service,  a new  service  that 
monitors  developments  in  medicine  24 
hours  a day  and  holds  items  of  interest 
for  review. 

The  service  automatically  searches 
the  EMPIRES  literature  database,  the 
Social  & Economic  Aspects  of  Medicine 
(SEAM)  database  and  the  Associated 
Press  Medical  News  Service  for  new 
information  on  a subject  of  your  choice. 

For  information,  call  1-800-426-2873. 


Send  your  news  items  and  com- 
ments to  the  Editor,  Indiana 
Medicine,  3935  N.  Meridian  St., 
Indianapolis  46208. 


NDMDA  Announces  Times 
and  Locations  of  Meetings 

The  National  Depressive  and  Manic 
Depressive  Association  (NDMDA),  an 
organization  that  offers  education  and 
peer  support  to  its  members,  announc- 
ed the  following  meeting  dates,  times 
and  locations: 

St.  Vincent  Hospital  and  Healthcare 
Center,  2001  W.  86th  St.,  Indianapolis, 
Schaefer  Room  C,  monthly  meetings  on 
the  second  and  fourth  Mondays,  7-9 
p.m.;  contact  Janie  at  (317)  631-5553. 

Valle  Vista  Hospital,  898  E.  Main  St., 
Greenwood,  Conference  Room, 
monthly  meetings  on  the  first  and  third 
Mondays,  6:30-8:30  p.m.;  contact  Myra 
at  (317)  359-6666. 

Danville,  Greencastle,  Brownsburg, 
280  E.  Main  St.,  Danville,  monthly 
meetings  on  the  second  and  fourth 
Thursdays,  7 9 p.m.;  contact  Heath  at 
(317)  839-8818. 

Lafayette  Home  Hospital,  24  South 
St.,  Lafayette,  Cafeteria  Conference 
Room  C,  monthly  meetings  on  the  sec- 
ond and  fourth  Tuesdays,  7-9  p.m.;  con 
tact  Michele  at  (317)  463-7283. 

For  more  information  on  forming  an 
NDMDA  support  group,  write  to  Janie 
Teixler,  Central  Indiana  Coordinator, 
NDMDA  of  Central  Indiana,  1408 
Broadway,  Indianapolis,  Ind.  46202  or 
call  (317)  631  5553. 

Journal  of  Obstetrics 
and  Gynecology 

Video  Review 

The  Video  Journal  of  Obstetrics  and 
Gynecology  is  a new  and  innovative 
video  journal  for  the  practicing 
obstetrician/gynecologist.  Volume  1 
contains  three  topics. 

In  the  first  segment,  Dr.  Stephen 
Cruikshank  graphically  presents  the 


sacrospinons  suspension  of  the  vagina 
as  a prophylactic  measure  for  a patient 
undergoing  a vaginal  hysterectomy  for 
uterine  prolapse.  The  photography  is 
excellent,  and  the  description  of  the 
procedure  is  adequate  and  concise.  Pro- 
phylactic antibiotic  therapy  and  the 
controversies  concerning  sacrospinons 
fixation  are  discussed. 

In  the  second  segment,  Dr.  David 
Meldrum  elaborates  on  the  findings  in- 
dicating that  gonadotropin-releasing 
hormone  agonists  are  an  effective  and 
preliminarily  improved  method  for 
treating  patients  with  endometriosis. 
The  findings  are  impressive  and  may 
represent  a major  breakthrough  in  the 
treatment  of  endometriosis. 

In  the  third  segment,  Dr.  Fernando 
Arias  discusses  the  practical  applica- 
tions and  simplicity  of  the  transab- 
dominal surgical  technique  for  cervical- 
uterine  cerclage  when  the  transvaginal 
approach  has  failed  or  is  inadequate. 
The  photography  of  this  surgical  tech- 
nique is  satisfactory.  Finally,  indica- 
tions and  complications  of  the  pro- 
cedure are  discussed. 

The  Video  Journal  of  Obstetrics  and 
Gynecology  is  a good  source  for  the 
practicing  obstetrician/gynecologist  to 
use  in  continuing  education.  It  is  ac- 
credited for  Category  I CME  credits. 
The  video  is  a worthwhile  technique  for 
teaching  residents  in  the  discipline  of 
obstetrics/gynecology. 

A one-year  subscription  for  the  video 
is  $89.95.  The  cost  includes  six  issues 
that  are  available  in  VHS  or  Beta  for- 
mats. Each  issue  is  approximately  one 
hour  and  contains  two  or  three 
segments. 

For  a subscription,  write  Medical 
Video  Productions,  450  N.  New  Balias 
Road,  Suite  205,  St.  Louis,  Mo. 
63141.  — Edwin  S.  McClain,  M.D., 
Indianapolis. 

Here  and  There  . . . 

Dr.  Richard  H.  Stein,  director  of  the 
anesthesiology  service  at  Good 
Samaritan  Hospital  in  Vincennes,  was 
chosen  president-elect  of  the  American 
Society  of  Anesthesiologists. 
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Here  and  There  . . . 

Dr.  Donna  A.  Wilkins  of  Muncie  has 
been  named  health  officer  for  the 
reformed  Delaware  County  Health 
Department. 

Dr.  A.  Alan  Fischer,  a professor  and 
chairman  of  the  Department  of  Family 
Medicine  at  the  Indiana  University 
School  of  Medicine,  was  honored  at  the 
Governor’s  Conference  on  Aging  in 
Evansville  when  he  was  awarded  the 
“Sagamore  of  the  Wabash”  by  Gov. 
Robert  Orr.  He  was  also  the  keynote 
speaker  at  the  13th  Annual  Commun- 
ity and  Economic  Development  Con- 
ference in  Louisville,  Ky.,  where  he 
spoke  on  the  recently  released  report 
by  the  Institute  of  Medicine/National 
Academy  of  Sciences  on  Homelessness , 
Health  and  Human  Needs. 

Dr.  David  R.  Cain  of  New  Castle  has 
been  named  a fellow  of  the  American 
Academy  of  Family  Physicians. 

Dr.  David  F.  Sciortino  and  Dr.  Rao 
V.P.  Mantravadi  of  Fort  Wayne  have 
each  been  awarded  $7,500  research 
grants  from  the  Hoosier  Oncology 
Group  of  the  Walt  her  Medical 
Research  Institute  in  Indianapolis. 


Dr.  John  H.  Mader  of  Richmond 
received  the  1988  Paul  S.  Rhoads 
Humanity  in  Medicine  Award  at  the 
annual  Rhoads  Humanity  in  Medicine 
lecture  at  Reid  Memorial  Hospital. 

Dr.  Douglas  A.  Darbro  of  Greenwood 
has  created  software  that  is  compat- 
ible with  IBM  PCs  and  serves  as  a 
diagnostic  tool  for  physicians  seeking 
a patient’s  complete  medical  history. 

Dr.  William  R.  Rhynearson  of  Fort 
ville  attended  the  38th  Annual  Obes- 
ity and  Associated  Conditions  Sym- 
posium of  the  American  Society  of 
Bariatric  Physicians. 

Dr.  Stephen  W.  Perkins  of  In 
dianapolis  received  the  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  Distinguished 
Education  Award  during  the  group’s 
fall  meeting  in  Washington,  D.C.;  he  is 
the  first  recipient  of  the  award.  He  also 
was  a guest  speaker  in  Manzanillo, 
Mexico,  during  the  Mexican  Congress 
of  Otolaryngologists. 

Dr.  Marshall  E.  Stine  of  Bremen  was 
the  guest  of  honor  at  an  open  house 
sponsored  by  Community  Hospital  in 
Bremen;  he  was  recognized  for  40 
years  of  medical  service. 


Dr.  William  E.  Graham  of  Fort 
Wayne  has  been  elected  chairman  of 
the  Indiana  Section  of  the  American 
College  of  Obstetricians  and 
Gynecologists  for  a three-year  term. 

Dr.  Louis  J.  Calli  Jr.  of  Bloomington 
has  been  elected  to  fellowship  in  the 
American  College  of  Cardiology. 

Dr.  Damyanti  R.  Patel  of  Anderson 
has  been  certified  by  the  American 
Board  of  Pediatrics. 

Dr.  Clifford  A.  Wiethoff,  a Seymour 
surgeon,  is  retiring  from  active  prac- 
tice after  37  years  of  service  in 
Washington  County. 

Dr.  I ^arry  G.  Cole,  a Yorktown 
general  practitioner,  was  appointed  to 
the  Delaware  County  Board  of  Health. 

Dr.  John  C.  Johnson,  medical  director 
of  the  emergency  department  at  Porter 
Memorial  Hospital  in  Valparaiso,  was 
elected  secretary-treasurer  of  the 
board  of  the  American  College  of 
Emergency  Physicians. 

Dr.  Hanus  J.  Grosz  of  Indianapolis 
presented  a paper  on  “Mu  Alcoholism: 
The  Pre-  and  Paramenstrual  Abuse  of 
Alcohol"  at  the  Second  World  Congress 
on  Drugs  and  Alcohol  in  Tel  Aviv, 
Israel. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  reci- 
pients of  the  AMA's  Physician  Recognition  Award. 
This  award  is  official  documentation  of  Continuing 
Medical  Education  hours  earned,  and  is  acceptable 
proof  in  most  states  requiring  CME  in  re-registration 
that  the  mandatory  hours  of  CME  have  been 
accomplished. 


Arata,  Justin  E.,  Fort  Wayne 
Batacan,  George  A.,  Michigan  City 
Brandewie,  Pilar  R,  South  Bend 
Brantly,  James  M„  Indianapolis 
Cook,  Thomas  L.,  Evansville 
De  La  Flor,  Eduardo  P.,  Evansville 
De  La  Paz,  Oscar  G.,  Merrillville 
Dickerson,  Gregg  A.,  Muncie 
Elmore,  Michael  F.,  Beech  Grove 


Fondak,  Alexander  A.,  Kokomo 
Fulton,  William  H.,  Indianapolis 
George,  John  W.,  Munster 
Graham,  Nelson  V.  Jr.,  Evansville 
Lawrence,  Joseph  C.,  Evansville 
Liffick,  Thomas  F.,  Evansville 
Ly,  Lily  A.,  Portland 
Nero,  Richard  P.,  Madison 
Parker,  E.  Camille,  Logansport 
Penland,  William  R.,  Evansville 
Pletzer,  Arden  C.,  Indianapolis 


Renshaw,  Mark  A.,  Fort  Wayne 
Romain,  Louis  F.,  Fort  Wayne 
Smith,  Ray  C.  Ill,  Indianapolis 
Spencer,  C.H.,  Fort  Wayne 
Stewart,  L.  Ray,  Evansville 
Summers,  Michael  L.,  Greenfield 
Vicar,  Andrew  J.,  Indianapolis 
Walker,  Grace  L.,  Terre  Haute 
Zettelmaier,  John  L.,  Chesterton 
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Dr.  William  R.  Nunery.  an  Indiana 
polis  oculoplastic  surgeon,  presented 
courses  at  the  American  Academy  of 
Ophthalmology  on  “Medical  and 
Surgical  Management  of  Orbital  Frae 
tures"  and  “Current  Concepts  and  Con 
troversies  in  Orbital  Disorders." 

Dr.  William  E.  Graham  of  Fort 
Wayne  was  elected  chairman  of  the  In 
diana  Section  of  the  American  College 
of  Obstetricians  and  Gynecologists  for 
a three-year  term. 

Dr.  Eugene  G.  Roach,  medical 
director  at  the  Anderson  Center  at  St. 
John's  Medical  Center  in  Anderson, 
recently  participated  in  an  exchange 
program  with  the  People's  Republic  of 
China  for  the  purpose  of  cancer 
research  and  education. 

Dr.  Joe  G.  Conley  of  New  Albany  was 
elected  president  of  the  American 
Cancer  Society,  Indiana  Division,  Inc. 

Dr.  C.  William  Hanke  of  Indianapolis 
was  elected  vice  president  of  the 
American  Cancer  Society,  Indiana  Divi 
sion,  Inc. 

Dr.  Richard  G.  Huber  of  Bedford  at 
tended  the  annual  Scientific  Assembly 
of  the  American  Academy  of  Family 
Physicians  in  New  Orleans,  La. 

New  ISM  A Members 

Stephen  M.  Baldwin,  M.D.,  New 
Albany,  obstetrics  and  gynecology. 

Jeffrey  R.  Beardmore,  M.D., 
Lafayette,  pediatrics. 

Joseph  W.  Bremer,  M.D.,  Lafayette, 
otolaryngology. 

Rebecca  L.  Bushong,  M.D.,  Muncie, 
dermatology. 

Mario  R.  Contreras,  M.I).,  Lafayette, 
anatomic  and  clinical  pathology. 

Gerald  T.  Costello,  M.D.,  Muncie, 
anesthesiology. 

Jeffrey  L.  Crecelius,  M.D., 
Lafayette,  neurological  surgery. 

Joseph  W.  Depenbusch,  M.D., 
Lafayette,  anatomic  and  clinical 
pathology. 

Gregg  A.  Dickerson,  M.D.,  Muncie, 


therapeutic  radiology. 

Timothy  J.  Durham,  M.D.,  South 
Bend,  pediatrics. 

Samuel  R.  Eby,  M.D.,  Fort  Wayne, 
nephrology. 

Scott  C.  Emerick.  M.D..  Elkhart, 
general  surgery. 

Ralph  W Fitz,  M.D.,  Terre  Haute, 
cardiovascular  diseases. 

Robert  M.  Friedmeyer.  M.D.,  Bloom 
ington,  pediatrics. 

Gary  J.  Gagliardi.  M.D..  Franklin,  in 
ternal  medicine. 

Maria  A.  Gutierrez,  M.D.. 
Mishawaka,  anesthesiology. 

Mohamed  K.  Halabi.  M.D.,  Michigan 
City,  child  psychiatry. 

Donald  E.  Harris.  M.D.,  Columbus, 
neurology. 

Im  S.  Hong,  M.D.,  East  Chicago, 
psychiatry. 

Larry  C.  Hughes,  D.O.,  Mooresville, 
family  practice. 

Patricia  K.  Johnson,  M.D.,  Bloom 
ington,  pediatrics. 

David  M.  Keller,  M.D.,  Hagerstown, 
family  practice. 

Antigoni  Kencos.  M.D.,  Crown  Point, 
radiology. 

Hee-Seork  Kim.  M.D.,  Crown  Point, 
diagnostic  radiology. 

James  H.  Kim,  M.D.,  Gary,  family 
practice. 

Jeffrey  A.  Kushner,  M.D.,  South 
Bend,  internal  medicine. 

Michael  D.  Levine,  M.D.,  Indiana- 
polis, plastic  surgery. 

Michael  B.  Lockwood,  M.D.,  West 
Lafayette,  rheumatology. 

James  M.  Lorber,  M.D.,  South  Bend, 
general  surgery. 

James  C.  Macke,  M.D.,  Mooresville, 
orthopedic  surgery. 

Jerome  E.  March,  D.O.,  Dyer,  family 
practice. 

William  H.  Mohr,  M.D.,  Kokomo, 
family  practice. 

James  S.  Mooney,  M.D.,  Chandler, 
family  practice. 

James  M.  Moriarity,  M.D.,  Notre 
Dame,  family  practice. 

James  J.  Nocon,  M.D.,  Indianapolis, 
obstetrics  and  gynecology. 

Ki  Y.  Park,  M.D.,  East  Chicago, 
psychiatry. 


Thomas  C.  Passo,  M.D..  Anderson, 
internal  medicine. 

Michael  J.  Pepper,  M.D..  Flossmoor, 
III.,  emergency  medicine. 

Thaddaeus  M Poe,  M.D.,  Danville, 
family  practice. 

John  S Reece,  M.D.,  Muncie,  family 
practice. 

Edsel  S.  Reed  Jr.,  M D..  Floyds 
Knobs,  diagnostic  radiology. 

David  S Risner.  M.D.,  Evansville, 
anatomic  and  clinical  pathology. 

Dean  S.  Sandquist.  M.D.,  Muncie. 
anatomic  pathology. 

Robert  L.  Sasser.  M.D.,  New  Albany, 
internal  medicine. 

Susan  M.  Schnerre.  M.D..  Lafayette, 
obstetrics  and  gynecology. 

Ralph  A.  Sellers  II.  M.D.,  Evansville, 
diagnostic  radiology. 

Steven  Snyder,  D.O..  Milltown. 
general  practice. 

Gregory  L.  Spangler,  M.D.,  Elwood. 
family  practice. 

Brian  G.  Sperl.  M.D.,  Indianapolis,  in 
ternal  medicine. 

Kenneth  S.  Stone,  M.D.,  Lafayette, 
cardiovascular  surgery. 

James  M.  Torres.  M.D..  Muncie.  car 
diovascular  diseases. 

Theresa  A.  Travis,  M.D.,  Bedford,  in- 
ternal medicine. 

David  A.  Trenkner.  M.D..  Fort 
Wayne,  therapeutic  radiology. 

Tamara  P.  Vokes,  M.D.,  Munster,  in 
ternal  medicine. 

Mahim  K.  Vora,  M.D.,  Darien,  III., 
psychiatry. 

Richard  A.  Weddle,  M.D.,  Bloom- 
ington, gastroenterology. 

Roy  B.  Weston,  M.D.,  Huntington, 
anesthesiology. 

Scott  H.  Wolf,  M.D.,  Flossmoor,  111., 
radiology. 

Kevin  R.  Young,  M.D.,  Evansville,  in- 
ternal medicine. 

Residents: 

Marc  W.  Campbell,  M.D.,  Carmel. 

Jean  L.  Kraft,  M.D.,  Indianapolis, 
diagnostic  radiology. 

Steven  M.  Schneider,  M.D.,  Indiana 
polis,  psychiatry. 

Sandra  W.  Yeh,  M.D.,  Indianapolis, 
ophthalmology. 
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A mammogram  is  a 
safe,  low-dose  X-ray  that 
can  detect  breast  cancer 
before  there’s  a lump.  In 
other  words,  it  could  save 
your  life  and  your  breast. 

It  you're  a woman 
over  35.  be  sure  to  schedule 
a mammogram.  Unless 
you're  still  not  convinced 
oi  its  importance. 

In  which  case,  you 
may  need  more  than  your 
breasts  examined. 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


We’ll  take  good  care  of  you. 


Coming  in  the  next  issue: 


Find  the  time. 
Have  a mammogram. 


AMERICAN 
V CANCER 
? SOCIETY 

Give  yourself  the  chance  of  a lifetime. 


■ Alzheimer’s  disease:  What  do  we  know  now’’ 

■ What  to  do  for  congestive  heart  failure 

■ Do  senior  patients  need  to  stop  smoking9 

■ How  lab  values  for  older  patients  vary  from  normal 


Read  Every  Issue  from  Cover  to  Cover! 
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Thomas  F.  Keough,  M.D. 

Dr.  Keough,  59,  a Warsaw  physician 
specializing  in  cardiovascular  diseases, 
died  Nov.  14  at  Kosciusko  Community 
Hospital. 

He  was  a 1959  graduate  of  the 
University  of  Chicago  School  of 
Medicine,  where  he  was  elected  to 
Alpha  Omega  Alpha.  He  served  in  the 
U.S.  Army  Medical  Corps  from  1952  to 
1954. 

Dr.  Keough  was  a past  chief  of  staff 
at  Kosciusko  Community  Hospital  and 
director  of  the  hospital’s  coronary  and 
intensive  care  units.  He  was  a past 
president  of  the  Kosciusko  County 
Medical  Society  and  the  Kosciusko 
County  Heart  Association. 

Paul  E.  Burns,  M.D. 

Dr.  Burns,  78,  a retired  Montpelier 
physician,  died  Nov.  18  at  Ball 
Memorial  Hospital  in  Muncie. 

He  graduated  from  the  Indiana 
University  School  of  Medicine  in  1942 
and  started  his  practice  in  Montpelier 
in  1943.  He  was  city  and  county  health 
officer  25  years. 

Dr.  Burns  received  a presidential 
citation  from  Pres.  Dwight  Eisenhower 
recognizing  his  service  to  the  nation 
and  the  Selective  Service  System.  In 
1965,  the  Mental  Health  Association  of 
Indiana  named  him  Physician  of  the 
Year  for  his  help  in  organizing  its 
Blackford  County  chapter  in  1951. 


Paul  I).  Reynolds,  M.D. 

Dr.  Reynolds,  60,  of  Franklin,  died 
Nov.  17,  at  Johnson  County  Memorial 
Hospital. 

He  graduated  from  the  Indiana 
University  School  of  Medicine  in  1964. 
He  was  an  Army  veteran  of  the  Korean 
War. 

Dr.  Reynolds  was  a general  practi- 
tioner in  Franklin  and  was  on  the  staff 
at  Johnson  County  Memorial  Hospital 
25  years. 

George  D.  Buckner,  M.D. 

Dr.  Buckner,  67,  of  Fort  Wayne,  died 
Nov.  10  in  a boating  accident  on  Pere 
Marquette  Lake  near  Ludington,  Mich. 

He  was  a 1944  graduate  of  the  In- 
diana University  School  of  Medicine. 

He  was  a member  of  the  Interna- 
tional College  of  Surgeons,  the 
American  Society  of  Abdominal 
Surgeons  and  the  American  College  of 
Chest  Physicians. 

Edmond  0.  Alvis,  M.D. 

Dr.  Alvis,  94,  an  Indianapolis 
ophthalmologist,  died  Nov.  5. 

He  was  a 1921  graduate  of  the  In- 
diana University  School  of  Medicine. 
He  practiced  in  Kendallville,  Bedford 
and  Indianapolis  before  retiring  in 
1976. 

He  was  board-certified  and  was  a 
member  of  the  ISMA  Fifty  Year  Club. 


Memorials:  Indiana  Medical  Foundation 


The  Indiana  Medical  Foundation,  Inc.  was  formed  by  the  Indiana  State 
Medical  Association  "for  religious,  charitable,  scientific,  literary  or  educa- 
tional purposes."  It  provides  financial  assistance  to  support  the  educational 
mission  of  Indiana  Medicine. 

Contributions  made  to  the  Foundation  are  deductible  by  donors  in  accor- 
dance with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  Federal  estate 
and  gift  tax  purposes. 

The  Foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remem- 
brance of  the  following  individuals: 


J.  Melvin  Masters,  M.D. 
Nancy  A.  Roeske,  M.D. 
Richard  Sharp 
Elsie  A.  Reid 
Murray  DeArmond,  M.D. 


John  W.  Beeler,  M.D. 
Mildred  Ramsey 
Earl  Mericle,  M.D. 
John  Bush 
Dallas  McKclvey 


William  R.  Clark,  M.D. 


Dr.  Harris,  80,  a retired  Carmel 
ophthalmologist,  died  Nov.  20. 

He  was  a 1934  graduate  of  the  In- 
diana University  School  of  Medicine, 
a professor  of  ophthalmology  at  St.  Vin- 
cent and  Methodist  hospitals  and  a 
clinical  professor  emeritus  of 
ophthalmology  at  Indiana  University. 

Dr.  Harris  retired  in  1978  after  prac- 
ticing 37  years.  He  was  a member  of 
the  American  Academy  of 
Ophthalmology  and  Otolaryngology 
and  was  board  certified. 

Russell  L.  Arbuckle,  M.D. 

Dr.  Arbuckle,  80,  of  Indianapolis, 
died  Dec.  6 at  his  home. 

He  was  a 1932  graduate  of  the  In- 
diana University  School  of  Medicine, 
an  Army  veteran  of  World  War  II  and 
a former  associate  in  dermatology/ 
syphilology  at  Marion  County  General 
Hospital. 

Dr.  Arbuckle  was  in  private  practice 
for  many  years. 

Earl  P.  Gripe,  M.D. 

Dr.  Cripe,  76,  a retired  Bremen 
physician,  died  Dec.  9 in  Ossian  Health 
Care  in  South  Bend. 

He  graduated  from  the  Indiana 
University  School  of  Medicine  in  1939. 
He  was  a captain  and  flight  surgeon 
during  World  War  II. 

Dr.  Cripe  was  a member  of  the 
American  Medical  Association,  the 
American  College  of  Emergency  Physi- 
cians, the  Bremen  Masonic  Lodge,  the 
Fort  Wayne  Valley  of  the  Scottish  Rite 
and  the  South  Bend  Shrine. 
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THE  INDIANA  MEDICAL  FOUNDATION,  INC. 
3935  North  Meridian  Street 
Indianapolis  46203 


A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Associa- 
tion and  INDIANA  MEDICINE. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 


i 

)) 


i 

i 


The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  members  of  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  family  of  the  deceased. 


“ for  religious,  charitable,  scientific, 
lit<>rary  or  educational  purposes ” 
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OFFICERS 

President  Fred  VV  Dahling.  New  Haven 
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Exec  Director  Richard  R.  King.  Indianapolis 
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the  human  side 

A Dale  ( -amejiie  ' F eat  u re 


aYou  Can  t Catch  Fish  With  Strawberries ” 

by  Arthur  H.  Pell.  Ph  D.,  Consultant 
Dale  Carnegie  & Associates,  Inc. 


“I  often  went  fishing  up  in  Maine  during  the  summer. 
Personally.  I am  very  fond  of  strawberries  and  cream,  but  I 
have  found  that  for  some  strange  reason,  fish  prefer  worms. 
So  when  i went  fishing.  I didn't  think  about  what  I wanted.  I 
thought  about  what  they  wanted  I didn't  bait  the  hook  with 
strawberries  and  cream.  Rather  I dangled  a worm  in  front  of 
the  fish  and  said:  “Wouldn't  you  like  to  have  that9'  "Why  not 
use  the  same  common  sense  in  fishing  for  people'''" 

Dale  Carnegie  in 
How  to  Win  Friends  and  Influence  People 

One  of  the  most  common  errors  people  make  in  dealing 
with  others  is  to  assume  that  the  other  person  wants  what 
they  want  out  of  then  relationships,  then  jobs,  their  lives. 
People  differ  one  from  the  other  and  just  because  you  are 
enthusiastic  about  something  is  no  assurance  that  others 
share  your  enthusiasm 

Supervisors  carry  this  fallacy  into  the  way  they  attempt  to 
motivate  their  people  Some  of  the  more  frequently  occurring 
misunderstandings  of  motivational  approaches  are  money. 
Opportunity  and  challenge  Any  or  all  of  these  may  motivate 
some  of  your  people,  but  to  assume  that  they  are  desired  by 
all  can  be  misleading. 

Money  as  a Motivator 

The  sales  manager  was  perplexed.  Our  company  has  one 
of  the  best  incentive  systems  in  the  business  for  its  sales 
people,"  he  commented,  “yet  most  of  our  sales  force  are 
earning  much  less  than  they  could  Why  don’t  they  stretch  to 
get  the  money  that  is  theirs  for  the  taking"''" 

This  program  has  been  laced  by  managers  as  long  as 
incentive  systems  have  been  in  existence.  The  money  is 
there,  but  the  people  do  not  reach  out  to  get  it  Each  of  us 
has  only  a finite  amount  of  time,  energy  and  emotion.  In  order 
to  make  the  additional  money  offered  by  the  incentive  plan, 
we  must  give  more  of  this  time,  energy  and  emotional 
commitment  to  the  job  Consciously  or  more  likely  sub 
consciously,  each  of  us  analyzes  how  much  of  this  limited 
time,  energy  and  emotion  we  are  willing  to  take  away  from 
other  aspects  of  our  lives  from  our  family,  from  our  social 
life;  from  our  religious  activities,  from  our  hobbies,  from  our 
health  building  activities  to  give  to  the  job  in  order  to  make 
the  additional  income.  Often  perhaps,  more  often  than  not, 
we  are  not  willing  to  give  up  any  of  these  other  aspects  of  our 
lives  that  mean  so  much  to  us  in  order  to  make  more  money 

Ot  course,  some  people  are  more  motivated  by  money  than 
others  Each  of  us  has  established  a standard  of  living  which 
governs  the  level  of  our  need  for  money  Sure,  everybody 
would  like  to  make  a few  more  dollars  - if  it  wasn't  necessary 
to  stretch  too  hard  to  earn  them  However . once  the  standard 
established  for  themselves  is  reached,  most  people  will  not 
sacrifice  other  facets  of  then  lives  for  increased  income. 

Opportunity  for  Advancement  as  a Motivator 

“Everybody  wants  to  get  ahead  That’s  the  American  way. 
Are  you  sure?  A well-known  consultant  in  the  field  of 
motivation  posed  this  situation  to  the  attendants  at  over  100 
seminars  he  conducted  throughout  the  United  States  in  1987 
and  1988  “It  you  were  told  by  your  company  that  if  you 
would  render  an  outstanding  performance  for  the  next  six 
months,  you  would  receive  a promotion,  how  many  of  you 
would  commit  yourself  to  do  this  additional  work  in  order  to 
obtain  that  advancement"''” 


On  a national  average,  less  than  30  percent  of  those 
surveyed  indicated  that  they  would  try.  Does  this  mean  that 
opportunity  does  not  motivate  people9  Of  course  not 
Opportunity  is  an  excellent  motivator  for  those  who  desire  it 
But  as  everybody  does  not  want  advancement  offering  it  to 
them  as  a motivator  is  the  same  as  offering  strawberries  to 
the  fish 

Challenge  as  a Motivator 

Most  people  like  to  meet  and  beat  challenges.  If  we  can 
challenge  a person  on  the  lob,  it  should  motivate  them  to  do 
more  or  better  work  But.  as  in  the  other  areas  we  discussed, 
not  always 

Some  people  fear  challenge  and  it  acts  as  a demotivator. 
Many  sales  organizations  mn  sales  contests  to  stimulate 
sales.  For  those  of  you  who  are  not  familiar  with  sales 
contests,  be  aware  that  a good  sales  contest  is  not  one  in 
which  the  person  who  makes  the  most  sales  wins  Such 
contests  are  biased  in  favor  of  the  people  who  are  currently 
top  producers  In  order  for  companies  to  motivate  the  less 
successful  salespeople  to  produce  more,  the  contest  must  be 
designed  so  that  anybody  can  win  This  can  be  done  in  a 
variety  of  ways. 

Dr  Sonia  Altschuler,  an  Industrial  Psychologist,  studied 
several  of  these  contests  and  found  that  often  20  to  30' V,  of 
the  sales  force  did  not  participate  in  the  contest  When  she 
asked  them  why.  the  typical  response  was  "I  didn't  think  I 
could  win  As  the  contest  was  designed  so  that  anybody 
could  win,  this  was  not  the  true  reason  Deeper  evaluation 
uncovered  that  many  were  afraid  of  contests  They  were 
concerned  that  losing  the  contest  wouid  make  them  teel  bad 
about  themselves,  so  by  not  trying,  they  did  not  lose  self 
esteem 

To  assure  that  a challenge  will  motivate  the  participants, 
ascertain  how  they  feel  abouf  the  specific  challenge  and  by 
orienting  the  c hallenge  to  their  needs,  it  may  convert  the 
negative  to  a positive 

Look  for  Individual  Differences 

People  differ  from  each  other  and  what  motivates  one  may 
not  motivate  the  other  You  can't  catch  fish  with  strawberries 
Indeed,  all  fish  will  not  be  enticed  by  worms  You  need  flies  to 
catch  trout  lake  the  time  to  learn  what  motivates  your 
people  Talk  to  them  Listen  when  they  respond.  Learn  then 
likes  and  dislikes  Observe  the  way  they  act  and  react 

You  may  find  that  Claudia  is  a very  creative  person  This  is 
important  for  you  to  know.  If  you  want  to  motivate  Claudia, 
the  best  way  is  to  appeal  to  her  creativity  Offer  her  an 
opportunity  to  use  this  creativity  and  she  will  respond  with 
enthusiasm  with  the  resultant  increase  in  productivity. 

You  may  learn  that  Richard  is  a very  sensitive  person  By 
being  conscious  of  this  sensitivity  you  can  develop  motivational 
approaches  that  will  reach  Richard. 

There  is  no  universal  motivator.  Many  approaches  are 
needed,  each  tailored  to  the  individual  That  is  what  makes 
the  job  of  a manager  so  challenging  and  so  rewarding  when 
it  is  done  well  We  can  get  the  best  from  our  people,  if  we 
take  the  time  and  the  effort  to  know’  what  each  of  them 
desires  and  develop  our  motivational  programs  to  help  them 
reach  those  desires 

Pocket,  purse  size  reprints  may  be  purc  hased  ( 10  for  $10.00) 
or  (25  for  $20.00)  from  Dale  Carnegie  & Associates,  int 
1475  Franklin  Avenue,  Garden  City,  NY  1 1530 


Copyright  c 1988  Dale  Carnegie  & Associates  Inc  Garden  City.  NY  All  rights  reserved  No  copies  or  reprints  may  be  made 
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STUDENT  HEALTH  PHYSICIAN  for  outpatient 
medical  care  of  adolescents  and  adults.  Primary 
care  physician  with  board  certification  preferred. 
Licensed  or  eligible  for  Indiana.  No  weekend  or 
night  hours.  Excellent  benefit  package.  Send  cur- 
riculum vitae  to:  Robert  Hongen,  M.D.,  Medical 
Director,  Indiana  University  Health  Center,  600 
N.  Jordan  Ave.,  Bloomington,  Ind,  47405.  Apply 
by  Feb.  28,  1 989.  Indiana  University  is  an  Affirm- 
ative Action  Equal  Opportunity  Employer. 

ILLINOIS  — Great  opportunity  for  an  experienced 
emergency  physician  to  join  a career  emergency 
group  practicing  in  western  and  southwestern 
suburbs  of  Chicago.  Please  contact  Debbie  Aber 
(312)  327-0777  or  send  your  CV  to:  Emergency 
Medicine  S.C.,  2142  North  Sedgwick  St., 
Chicago,  III.  60614. 

INDIANA -Excellent  opportunity  for  an  experienc- 
ed physician  to  join  a career  emergency  group 
practicing  in  northwestern  Indiana  near  Chicago. 
Please  contact  Debbie  Aber  (31  2)  327-0777  or 
send  your  CV  to:  Emergency  Medicine  S.C.,  2142 
North  Sedgwick  St.,  Chicago,  III.  60614. 

IMMEDIATE  CARE  PHYSICIANS  WANTED-Need 

to  be  trained  and/or  experienced  in  areas  of 
medicine  which  deal  with  acute/urgent  care,  such 
as  minor  trauma,  acute  illnesses  and  injuries,  and 
physical  exams  in  all  age  groups.  No  hospital 
work.  Greater  Indianapolis  area.  Well  known 
group.  Good  salary/fringe  benefit  package.  Con- 
tact: Michael  D.  Bishop,  M.D.,  FACEP,  Emergency 
Care  Physicians,  640  S.  Walker  St.,  Ste.  A, 
Bloomington,  IN  47401  -181  2)  333-2731. 


FAMILY  PRACTICE  OPPORTUNITY-BC/BE; 

North  Central  Indiana;  flexible  ER  schedule  for 
fully  accredited  county  hospital  in  return  for  ex- 
ceptional income,  opportunity  to  set  up  own  zero 
overhead  practice,  comprehensive  benefits  with 
all  factors  negotiable  to  meet  specific  practitioner 
needs.  Send  CV  or  contact  collect:  James  Wyatt, 
Corporate  Staffing  Resources,  420  South  Fourth 
Street,  Elkhart,  IN  46516,  (219)  522-2396. 

INTERNIST  BE/BC:  North  Shore  Internal  Medicine, 
PC  is  seeking  an  energetic  general  internist  to  en- 
joy the  benefits  of  a rapidly  expanding  practice. 
New  office  close  to  hospital.  Michigan  State 
Medical  School  Campus.  Send  resume  to  2420 
First  Avenue  South,  Escanaba,  Ml  49829-1906) 
786-1  563. 

RADIOLOGIST  BC/BE-Terre  Haute  Regional 
Hospital.  Quick  partnership,  excellent  income  and 
amicable  working  conditions.  Contact:  Benny  S.P. 
Ko,  M.D.,  2929  South  First  Street,  Terre  Haute, 
Ind.  47802. 

FAMILY  PRACTICE  FOR  SALE-Small  town,  high 
income.  Hospital  in  town,  OB/ER/  optional. 
Hospital  may  assist  financially.  Chicago  90 
minutes.  South  Bend  60  minutes.  Reply:  P.0.  Box 
93,  Valparaiso,  Ind.  46384. 

LOCUM  TENENS-Opportumties  available 
throughout  the  country.  Work  part-time  or  full- 
time, at  your  convenience.  Malpractice  insurance, 
housing  and  transportation  provided.  Contact: 
LOCUM  Medical  Group,  30100  Chagrin  Blvd. , 
Cleveland,  OH  44 1 24  or  call  1-800-752-551  5. 


EASTERN  WASHINGTON -Year  round  golf,  sun- 
shine, ranching,  agriculture,  vineyards  and  Colum- 
bia River  recreation.  Community  of  115,000 
needs  physicians  in  family  medicine,  oncology, 
ob/gyn,  pulmonology,  neurology,  thoracic  surgery 
and  pediatrics.  Variety  of  lifestyles  within  minutes 
of  hospital.  Medical  community  adding  new 
specialties.  Practice  support  available.  Excellent 
schools.  Send  CV  or  call  Kathleen  E.  Street,  The 
Friedrich  Group,  9284  Ferncliff  NE,  Bainbridge 
Island,  Wash.  981  10-1206)  842-5248. 

AVAILABLE  FOR  LEASE-Approximately  2,400 
square  feet  of  professional  space  located  near  the 
junction  of  Route  30  and  1-65  in  Merrillville,  Ind. 
Office  decor  is  extraordinary  and  the  office  is  now 
fully  furnished.  Furnishings  can  be  leased,  pur- 
chased or  removed.  Although  the  space  is  ideal 
for  a solo  or  small  group  practice,  the  space  could 
also  be  used  on  a time  share  basis.  Personnel  can 
be  provided.  The  office  layout  also  extends  itself 
to  nonmedical  use.  For  additional  information, 
please  call  Nancy  Tuskey  at  (219)  232-4694. 

CARDIOLOGIST  BC/BE  -Clinician  needed  to  join 
two  board  certified  cardiologists  in  private  prac- 
tice in  Indiana.  All  diagnostic  and  therapeutic 
modalities  available.  Practice  includes  angioplasty 
and  permanent  pacemakers.  Medium-size  city 
with  excellent  housing  opportunities.  Financial 
package  includes  salary,  productivity  incentive 
and  partnership  option  at  end  of  second  year.  Posi- 
tion available  immediately.  Contact  Thomas  F. 
Orman,  M.D.,  F.A.C.C.  1655  N.  Seventh  St., 
Terre  Haute,  Ind.  47804  or  (812)  232-5727. 

FAMILY  PRACTICE -BE/BC.  Southeastern  United 
States.  Urgent  care  practice.  Comprehensive 
benefits,  competitive  compensation  and  bonus. 
Malpractice  coverage,  advancement  potential  and 
flexible  scheduling.  Send  resume  to  James 
Hacker,  SEI  Health  Services,  7725  Little  Ave., 
Charlotte,  N.C.  28226  or  call  (704)  542-7100. 

40-YEAR  FAMILY  PRACTICE  with  building  for 
sale.  Two  excellent  hospital  facilities  near.  Call: 
(317)  643-3565  or  (31  7)  644-5073,  Anderson, 
IN. 

INTERNIST -Indianapolis  practice.  Seeking  intern- 
ist with  an  interest  in  geriatrics.  Excellent  salary 
and  benefits  including  CME  and  malpractice.  Flex- 
ible scheduling.  CV  to  Judy  Burnett,  4930  N. 
Pennsylvania,  Indianapolis,  Ind.  46205. 


Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Onl>  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  ol  a t rule  commercial  nature  (e.y.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  for  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Box  numbers  tire  not  mailable. 

( barges: 

Indiana  physicians 

Out-of-state  physicians 

Hospitals /health  care  facilities 

Realtors  'commercial  reel  uitment 
and  all  others 

Deadline:  Six  weeks  preceding  month  of  publication. 

Prnmcnl  Procedure:  Payment  in  advance  is  not  required.  Imoiees  and  learshcets 
ate  mailed  to  ads cri iscrs  upon  publication  I m>i  \n  \ Ml  i>u  ini  is  issued  on  the  1 Ot h of 
each  month. 

\ddress:  Inoiwn  Mi  dm  ini  , 3935  N.  Meridian  Si.,  Indianapolis,  Ind.  46208. 


25c/word  ($5  min) 
,35c  word  (S7  min) 
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BC/BE  PEDIATRICIAN  WANTED  to  associate  with 
busy  primary  care  pediatrician.  Salary  leading  to 
partnership.  Excellent  300-bed  hospital.  Ample 
coverage  available  for  time  off.  Send  resume/CV 
to  R.  Lee  Walton,  M.D.,  1 251  Kern  Road,  Marion, 
IN  46952. 

RENT  LUXURIOUS  FLORIDA  condominium, 
Hutchinson  Island.  Two  bedroom,  two  bath.  On 
golf  course,  pool,  private  beach.  Call  Tom 
Stayton,  (31  7)  237-4535. 

EMERGENCY  MEDICINE  POSITION  AVAILABLE: 

Excellent  opportunity  for  experienced  emergency 
physician  to  join  career  emergency  group  practic- 
ing in  northwestern  Indiana,  near  Chicago.  Please 
contact  Debbie  Carsky  at  (312)  327-0777. 


BE  A PART  of  an  exciting  new  community 
developing  in  north-central  Indiana.  A professional 
complex  intended  to  house  medical/dental 
specialists  is  currently  under  construction.  Rapidly 
growing  population  of  middle  and  upper  class 
residents.  Office  space  can  be  built  to  your 
specifications.  Contact  JCM  Realty:  (219) 
232-2314. 

BE/BC-Two  adult  neurologists,  one  pediatric 
neurologist  for  large  neurological  group  in 
Southeast.  Salary  and  benefits  including  malprac- 
tice and  relocation.  Clinical  experience  in  EEG, 
EMG,  evoked  response,  Doppler  ultrasound.  Send 
resume  to  SEI  Health  Services,  7725  Little  Ave., 
Charlotte,  N.C.  28226,  or  call  James  Hacker  at 
(704)  542-7100. 


CENTRAL  INDIANA-Physician-owned  emer- 
gency group  accepting  applications  for  full-time, 
career-oriented  emergency  physicians.  Flexible 
work  schedules  and  excellent  benefit  package. 
Part-time  and  Directorship  positions  also  available. 
Send  CV  or  contact  Sherry  Bussel,  Midwest 
Medical  Management,  Inc.,  528  Turtle  Creek, 
North  Drive,  Suite  F-4,  Indianapolis,  IN 
46227-131  7)  783-7474. 

EMERGENCY  PHYSICIAN — Excellent  opportunity 
for  experienced  Emergency  Physician.  Full-time 
position  available  in  three-man  group  expanding 
to  four.  Guaranteed  rate  of  compensation. 
Malpractice  insurance  provided.  1 50  bed  hospital 
with  1 5,000  ER  patients  per  year.  C/O  Mark  G. 
Doyle,  M.D.,  1000  N.  16th  Street,  New  Castle, 
Indiana  47362.  31  7-521-11  59. 


PHYSICIAN 

SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
otter — outstanding  compensation,  better 
working  hours  plus  opportunities  tor 
professional  development,  You  can  have 
a challenging  practice  and  time  to 
spend  with  your  family,  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58, 
Call 


CAPT  CULHANE 
317-848-5830 
COLLECT 
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Physician  Placement  Service 

Physicians  or  residents  seeking 
practice  opportunities  may  list  their 
curriculum  vit.aes  with  the  Physician 
Placement  Service  at  no  charge. 

PPS  acts  as  a clearinghouse  for 
communication  between  physicians 
and  recruiters  such  as  hospitals,  clin- 
ics and  physician  groups.  Since  its 
establishment  in  1987,  PPS  has 
assisted  many  physicians  in  locating 
practice  situations. 

For  more  information,  contact 
Denise  Le  Doux,  PPS  coordinator, 
Indiana  State  Medical  Association, 
(317)  925-7545  or  1-800-382-1721. 


Are  You  Moving? 

El  so  please  send  change  of  address  lo  Membership 
l)ept.,  ISMA,  3935  \.  Meridian  St.,  Indianapolis 
End.  46208,  at  least  six  weeks  before  you  move. 

Name  

Address 

City Slate /ip 

( 'mints 

1 el:  Otliee 1 el:  Home 


IMPORTANT— Attach  mailing  label  from  your  last 
copy  ol  Indiana  Mi  picim  here 


ADVERTISERS  INDEX 

February  1989  Vol.  82  No.  2 

Affiliated  Physicians  Services,  Inc 123 

American  Cancer  Society 155 

Brown  Pharmaceutical  Company Ill 

Central  Pharmaceuticals,  Inc 119 

Commercial  Announcements 160-161 

Endless  Vacation  Travel 131 

Family  Practice  Recertification 119 

Lilly,  Eli  & Company 104 

Lincoln  National  Life 108 

McGraw-Hill  Healthcare  Group 155 

Medical  Accounts  Group,  Inc 103 

Medical  Protective  Co 115 

Merck  Sharp  & Dohme Covers 

National  Council  on  Patient  Information 

and  Education  151 

Palisades  Pharmaceuticals,  Inc 99 

Physicians’  Directory  136-150 

Physicians  Insurance  Co.  of  Indiana  . . .Cover 

Roche  Laboratories 101 

Summer  Trace  Retirement  Community  . . . 131 
U.S.  Air  Force 161 


In  accepting  advertising  for  publication.  Indiana 
Medicine  has  exercised  reasonable  precaution  to  insure 
that  only  reputable,  factual  advertisements  are  included. 
However,  we  do  not  have  facilities  to  make  comprehen- 
sive or  complete  investigation,  and  the  claims  made  by 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


Contraindications:  VASOTEC’  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreated  with  ACEinhibitors.  including  VASOTEC  Insucbcases.  VASOTECshouldbepromptlydisconlinuedandlhe 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.  subcutaneous  epinephrine  solution 
1:1000  (0  3 mL  to  0 5 mL).  should  be  promptly  administered  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  Inst  dose,  but 
discontinuation  of  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION  ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustmenls  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeulropemalAgranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a conseguence  ol  inhibiting  the  renm-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
tailure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  lunction  should  be  monitored  during  the  tirsl 
tew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  tailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  tailure,  hyperkalemia  was 
observed  in  3 8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  tor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  tor  Patients: 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  lirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  ot  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  tirsl  lew  days  of  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  of  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g , sore  throat,  (ever)  which  may  be 
a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  ettective  use  of  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Remn  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  if  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Irequent  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  tailure  receiving 
VASOTEC 

Lithium  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently 


Pregnancy  -Category  C There  was  no  letotoxicity  ot  teratogenicity  in  tats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*’  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benelil  lustilies  the  potential  risk  to  the  letus 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  following  administration  ol  HC  enalapril  maleate  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  eltectiveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  tound  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (t  4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1  3%),  orthostatic  eltects  (1  2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  eltects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  latigue  (1 8%),  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%),  angina  pectoris  (1 5%).  nausea  (1  3%),  vomiting  (1  3%).  bronchitis  (1 3%),  dyspnea 
(1 3%),  urinary  tract  inlection  (1  3%),  fash  (1 3%).  and  myocardial  inlarclion  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  of  adverse  experiences  occurring  in 

0 5%  to  1%  of  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances, atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous! Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  tailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm.  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation tale  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ot  hypertensive  patients  In  heart  tailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ot  patients  with  heart  tailure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  tailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  tare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS  ) It  the  patient’s  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  eltect  may  diminish  toward  the  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Ad/uslment  In  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  tor 
patients  with  a creatinine  clearance  >30  ml/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  <30  mUmin  (serum  creatinine  >3  mg/dL),  the  lirst  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2 5 mg  once  or  twice  daily  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) It  possible,  the  dose  ot  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 

01  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  ettective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  tailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  ettective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  tailure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Eltects  ) Dosage  may  be  adiusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Ad/uslment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  tailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initiated  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interactions  ) The  dose  may  be  increased  to  2 5 rr.g  bid,  then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  lime  ot  dosage  adiuslment  there  is  nol  MSD 
excessive  hypotension  or  sigmlicant  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SH  ARFA, 

Sharp  & Dohme,  Division  ol  Merck  & Co  , Inc  . WesIPoml.PA  19486  j6vsibr(8is)  DOHME 
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YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpme.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug,  in 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  ot 
erectile  impotence.1 '3. 4 j tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr,  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10.  p.* 
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■stethoscope 


ICD-9  coding  mandatory  on  Beginning  April  1,  Medicare  carriers  will  require  physicians  to  use 

Pait  B Medicare  claims  ICD-9  codes  on  all  Medicare  Part  B claims.  This  mandatory  change- 

over to  the  ICD-9  coding  is  a little-known  and  virtually  unpublished 
requirement  that  was  buried  in  the  Medicare  Catastrophic  Act  of 
1988.  Failure  of  physicians  to  comply  with  the  requirement  could 
result  in  penalties  of  up  to  $2,000  per  incident  or  exclusion  from  the 
Medicare  program.  The  requirement  presents  problems  for  most 
physicians  since  ICD-9  coding  is  used  mainly  by  hospitals  and  phy- 
sicians who  bill  electronically.  In  response  to  the  new  requirement, 
the  AMA  has  persuaded  the  Health  Care  Financing  Administration 
to  delay  enforcement  of  the  provision  until  June  1 and  has  launched 
an  awareness  campaign  to  alert  physicians  to  the  new  requirement. 
The  apparent  intent  of  the  conference  committee,  which  added  the 
coding  requirement  for  Medicare  Part  B claims,  was  to  enable  Medi- 
care to  match  medical  diagnoses  with  prescriptions  of  outpatient 
drugs  that  will  be  covered  under  the  catastrophic  program  starting 
in  1991. 


American  Medical  Television  Washington  Medical  Rounds,  produced  by  the  AMA,  will  air  on  the 

broadcasts  begin  Discovery  Channel  from  10  a.m.  to  11  a.m.  on  the  last  Sunday  of  the 

month.  The  program  will  examine  medical  and  socioeconomic  is- 
sues. 


Medicare  Assistance  Program 
enrollment  continues 


More  than  100  Montgomery  County  residents  age  65  or  older  have 
enrolled  in  the  Medicare  Assistance  Program  (MAP).  The  pilot  proj- 
ect began  in  November  in  an  effort  to  assure  Medicare  recipients 
access  to  quality  care.  Under  the  program,  Montgomery  County 
physicians  voluntarily  agree  to  accept  the  Medicare-allowed  amount 
as  payment-in-full  for  enrollees.  Applicants  must  meet  income 
guidelines  of  up  to  $8,655  for  a single  person  or  a combined  income 
of  less  than  $11,595.  The  average  income  of  enrollees  presently  certi- 
fied by  the  program  is  $5,729  a year.  Most  applicants  certified  thus 
far  reside  in  or  near  Crawfordsville,  Ind.  Efforts  are  underway  to 
expand  the  certification  efforts  into  the  rural  areas  of  the  county. 


Medical  malpractice  bills 
prompt  physician  response 


Two  bills  filed  in  the  Indiana  House  of  Representatives  dealing  with 
the  Indiana  Medical  Malpractice  Act  have  resulted  in  numerous  calls 
to  state  legislators  by  physicians.  HB  1345,  sponsored  by  Rep.  Pat 
Bauer,  D-South  Bend,  would  raise  the  cap  on  medical  malpractice 
awards  up  to  $1  million.  The  other  proposal,  HB  1919,  sponsored  by 
Rep.  Robert  E.  Hayes,  D-Columbus,  would  provide  annual  increases 
in  the  cap  based  upon  the  Consumer  Price  Index.  As  February  drew 
to  a close,  ISMA  continued  its  lobbying  efforts  against  the  two  bills. 
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■ medical  museum  notes 


Charles  Bonsett,  M.D. 
Indianapolis 

T he  photograph  on  this  page 
is  the  Wayman  Adams  portrait  of 
"Dr.  Oldfish,"  which  appeared  in 
a fragile,  yellowed  1919  newspa- 
per. Dr.  Oldfish  was  a pen  name 
of  Charles  Dennis,  a well-known 
Hoosier  newspaperman  who 
wrote  a number  of  articles  of  local 
historical  interest  during  the  first 
two  decades  of  this  century.  He 
lived  from  1844  to  1919.  His  por- 
trait is  now  located  in  the  Indian- 
apolis Museum  of  Art.* 

The  following  excerpt  of  "Dr. 
Oldfish"  is  from  the  Indianapolis 
News,  Jan.  12,  1907: 

"...  But  in  1849  Dr.  Wishard 
brought  from  Cincinnati  to  his 
country  home,  south  of  the  city,  a 
vial  holding  2 or  3 ounces  of  chlo- 
roform. 

"It  soon  went  abroad  through 
the  neighborhood  that  'Doc' 
Wishard  had  been  to  the  city,  as 
Cincinnati  was  then  called,  and 
had  brought  back  some  of  that 
wonderful  stuff  'that  puts  folks  to 
sleep.'  'Doc'  was  kept  busy  show- 
ing the  magic  sleep-producer,  and 
neighbor  after  neighbor  was  per- 
mitted to  smell  of  it,  which  only 
the  bravest  dared  to  do,  and  then 
in  fear  and  trembling.  Doctors 
miles  away  became  interested. 
They,  too,  called  to  see  the  strange 
liquid. 

"One  day  a man  on  horseback 
came  with  a hurry-up  call.  The 
doctor  of  a distant  neighborhood 
desired  'Doc'  Wishard  to  come 
quick  and  help  him  out — bring 
the  chloroform.  A farmer  had  got 
mixed  up  with  his  horses  while 
plowing,  and  one  of  his  arms  had 
been  dislocated  at  the  shoulder. 
This  dislocation  the  other  doctor 


Dr.  Oldfish 


had  been  unable  to  reduce. 

"When  Dr.  Wishard  arrived,  he 
found  the  house  of  the  injured 
man  surrounded  by  neighbors, 
men  and  women  who  had  gath- 
ered from  miles  around.  They 
had  heard  that  'Doc'  Wishard  had 
been  sent  for  and  that  he  was  to 
bring  with  him  the  bottle  of  stuff 
he  had  bought  in  Cincinnati.  Two 
or  three  other  doctors  were  pres- 
ent. The  man  with  the  dislocated 
arm  lay  on  the  floor  moaning  and 
groaning  after  the  several  ineffec- 
tual attempts  that  had  been  made 
to  put  the  arm  back  in  its  socket. 

"Dr.  Wishard  demanded  that 
the  room  should  be  cleared  of 
everybody  except  the  doctors. 

The  wife  of  the  patient  was  on  the 
verge  of  hysterics;  she  did  not 
think  she  would  allow  any  tinker- 
ing doc  to  try  any  new-fangled 


stuff  on  her  man.  She  was  finally 
assured  that  there  was  no  reason 
for  alarm. 

"Dr.  Wishard  pulled  off  his 
right  boot,  leaving  him  with  a foot 
encased  in  a good  yarn  sock.  The 
lookers  through  the  doors  and 
windows,  when  they  saw  this 
preparation,  began  to  breathe 
heavily.  The  doctor  took  the  mys- 
tic vial  out  of  his  saddlebags. 
Interest  became  more  intense. 
Some  of  the  onlookers  became 
pale.  A cloth  was  saturated  with 
the  chloroform  and  applied  to  the 
nose  of  the  prostrate  farmer.  Sev- 
eral of  the  women  began  to  get 
ready  to  scream.  The  limbs  of  the 
patient  relaxed.  He  was  asleep 
and  snoring  gently. 

"The  doctor  put  his  stocking 
foot  under  the  armpit  of  the  pa- 
tient, pulled  manfully  and  the  arm 
slipped  into  the  socket  . . . 

"And  so  ended  what  was  proba- 
bly the  first  administration  of  an 
anesthetic  in  central  Indiana." 

The  Dr.  Wishard  who  was  men- 
tioned in  this  article  was  Dr.  Wil- 
liam Henry  Wishard,  father  of  the 
physician  for  whom  the  Wishard 
Memorial  Hospital  is  named. 

An  article  in  the  June  6,  1900, 
issue  of  the  Indianapolis  Press  cred- 
its Dr.  John  M.  Gaston  as  the  first 
Indiana  physician  to  use  chloro- 
form, but  no  details  or  dates  are 
given. 

Both  Dr.  Wishard  and  Dr.  Gas- 
ton were  founding  members  of 
the  Indiana  Medical  Society  in 
1849.  Both  men  survived  after  the 
turn  of  the  century.  □ 

* / am  indebted  to  Man/belle  Burch, 
the  Indiana  State  Library  manu- 
scripts librarian,  for  finding  and 
making  accessible  the  material  on 
“Dr.  Oldfish." 
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Generics.  Because  paying  more  for 
a brand  name  won’t  make  your 
patients  feel  any  better. 


Often,  saving  money  on  a prescription 
can  be  pretty  strong  medicine  in  itself. 

And  that’s  exactly  why  we’ve  initiated  a 
comprehensive  generic  drug  program  to 
complement  our  extensive  selection  of 
brand  name  drugs. 

With  our  generics,  your  patients  get  the 
same  high  quality  drugs  they  expect  from 
brand  name  products ...  at  prices  that  are 
significantly  lower. 

It’s  just  another  example  of  how  — for 
over  80  years  — Peoples  Drug  has  served  its 


customers  with  unmatched  care  and 
professionalism.  Today,  all  our  services 
reflea  our  continuing  commitment  to 
meeting  the  changing  needs  of  your 
patients . . . who  become  our  customers. 

And  it  can  start  by  offering  high  quality 
at  low  prices. 


PEOPLES 

DRUG 


the  convenience  you  want... the  SAVINGS  you  deserve 


yj 


Peoples  Pharmacists.  Working  with  you  to  help  your  patients. 

t' / ;v.'v .•■.Tr 


Specify  Adjunctive 


If  you  haven’t  had 
a mammogram, 
you  need  more 
than  your  breasts 
examined. 


A mammogram  is  a 
safe,  low-dose  X-ray  that 
can  detect  breast  cancer 
before  there’s  a lump,  hi 
other  words,  it  could  save 
your  life  and  your  breast. 

If  you’re  a woman 
over  35,  be  sure  to  schedule 
a mammogram.  Unless 
you’re  still  not  convinced 
of  its  importance. 

hi  which  case,  you 
may  need  more  than  your 
breasts  examined. 

Find  the  time. 

Have  a mammogram. 


AMERICAN 
v CANCER 
* SOCIETY 


a/C- 


PS 


Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows 

"Possibly”  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  ( irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  bladder  neck 
obstruction,  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving) 

Usage  in  Pregnancy  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 

of  benzodiazepines  (see  Drug  Abuse  and  Dependence  ) 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated)  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  measures  necessary 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and  after  treatment,  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide, more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence 
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C live  yourself  the  chance  of  a lifetime. 


Roche  Products 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  IBS/  when  it's  brain  versus  bowel, 


IN 


Tb  insist  on 
the  brand, 
be  sure  to 
sign  on  the 
"Dispense 
as  Written" 
line  of  your 
prescription. 


ITS  TINE 
FOR  THE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidmium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


I f you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to  members  of  the  Indiana  State  Medical 
Association  and  their  employees  through  expanded  ISMA 
group  sponsored  Lincoln  National  Life  health  insurance  coverage: 


MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100".  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense  protection 

— $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense  protection 

$250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  5 

• Comprehensive  Major  Medical  expense  protection 

- $250  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  6 

• Comprehensive  Major  Medical  expense  protection 

$100  ( Calendar  Year  I teduetible 

• Includes  cost containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  REIMBURSEMENT  PLAN 

• Thx  Deductible  to  the  professional  corporation 


DENTAL  PLAN 

♦ Reasonable  and  Customary  allowances  for  necessary 

care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 

Calendar  Year 

The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Program  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage 
and  service  at  the  lowest  possible  cost.  A special 
claim  paying  unit  has  been  established  in  our  Fort 
Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or 
problems,  you  may  speak  directly  to  your  claim 
processor  at  219-427-4800/800-552-4982.  We  look 
forward  to  serving  your  association  and  encourage 
your  review  of  the  programs  and  services  being 
provided. 


For  more  information  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
11595  N.  Meridian  St.,  Suite  802 
Carmel,  Indiana  46032 
(317)  573-6520 

1-800-421  3020  Toll  Free  Indiana  < inly 
1-800-428-7105  Toll  Free  ( iutside  Indiana 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
3935  North  Meridian  Street 
Indianapolis,  Indiana  46208 
(317)926-4424 
1 800-382-1721 


■ what's  new 


Fisons  Corp.  is  relaunching 
Mykrox™  (metolazone)  with  spe- 
cial seeding  programs  to  evaluate 
the  drug,  especially  in  elderly 
patients.  Mykrox  is  a low-dose 
diuretic/antihypertensive  agent 
that  eliminates  many  of  the  side 
effects  common  to  other  diuretics. 
It  was  introduced  earlier  this  year 
as  Microx  by  Pennwalt  Pharma- 
ceuticals, which  recently  was  ac- 
quired by  Fisons  Corp. 

A.H.  Robins  has  introduced  a 
new  economical  12  oz.  size  of 
Robitussin-DM®  in  response  to 
trade  and  consumer  demand.  The 
new  package  was  introduced  to 
food,  drugstore  and  mass  mer- 
chandisers' shelves  this  fall.  A.H. 
Robins  also  has  introduced  a new 
12  oz.  size  of  Dimetap  Elixir. 

Abbott  Laboratories  recently 
developed  two  new  diagnostic 
products,  which  received  ap- 
proval by  the  U.S.  Food  and  Drug 
Administration.  These  products 
give  pediatricians  the  ability  to 
rapidly  diagnose  respiratory  syn- 
cytial virus  (RSV)  and  rotavirus. 
RSV  is  believed  to  be  the  leading 
cause  of  pediatric  respiratory  ail- 
ments and  strikes  up  to  half  of 
U.S.  infants  during  the  first  year 
of  life.  Rotavirus,  the  leading 
cause  of  gastroenteritis,  is  highly 
contagious  and  spreads  rapidly  in 
pediatric  wards  and  nurseries. 

The  new  test  for  RSV,  called  Test- 
Pack  RSV,  provides  results  in  20 
minutes,  as  opposed  to  five  hours 
with  current  laboratory  methods. 
TestPack  Rotavirus  provides  re- 
sults in  10  minutes. 

Biotech  Research  Laboratories 
and  E.I.  duPont  recently  received 
approval  from  the  U.S.  Food  and 
Drug  Administration  to  market  a 


HTLV-I  test,  which  was  jointly 
developed  by  the  two  companies. 
The  test  detects  antibodies  to 
HTLV-1,  a retrovirus  that  can 
cause  leukemia  and  other  neuro- 
logical disorders. 

Stackhouse  Associates,  Inc.  has 

announced  a new  PT  1000,  which 
features  a super  ULPA  filter  and 
an  advanced  air  flow  design  to 
enable  final  stage  filtration  to  0.01 
micron  at  99.998%  efficiency.  The 
PT  1000  is  the  latest  version  of  the 
Stackhouse  POINT  ONE™  Laser 
Smoke  Evacuator  System.  The 
new  device  is  used  for  evacuating 
the  smoke  plume  during  laser  sur- 
gery. 

Grandcor  Medical  Systems  has 

issued  a data  sheet  on  its  new 
Cardio  Mega*T'"’  System,  a full 
disclosure  ambulatory  ECG  sys- 
tem that  combines  the  accuracy  of 
2-channel  FM  recording  with  the 
versatility,  speed  and  convenience 
of  a personal  computer.  It  covers 
truer  reproduction  of  ST  segment 
analysis,  automatic  storage  and 
analysis  of  the  full  24-hour  ECG 
in  20  minutes,  recognition  and 
classification  of  abnormal  events 
and  a summary  of  the  patient's 
hourly  arrhythmia  profile.  For 
free  copies  of  the  data  sheet,  write 
Grandcor  Medical  Systems,  405 
Grand  Ave.,  Dayton,  OH  45405. 


News  of  what  is  new  in  the 
medical  supply  industry  is 
composed  of  abstracts  from 
news  releases.  Each  item  pub- 
lished does  not  necessarily  con- 
stitute an  endorsement  of  a 
product  or  recommendation  for 
its  use  by  Indiana  medicine  or 
by  the  Indiana  State  Medical 
Association. 


The  Massachusetts  Medical 
Society  has  announced  that 
"Compact  Library:  AIDS,"  a new 
medical  library  on  CD-ROM,  is 
available  from  its  Medical  Pub- 
lishing Group.  This  unique  li- 
brary provides  the  full  text  of 
original  journal  articles,  textbook 
and  bibliographic  data  on  all  as- 
pects of  AIDS,  fully  linked  and 
integrated  into  one  up-to-date 
source  of  information.  It  is  de- 
signed for  clinicians,  nurses,  so- 
cial workers,  hospital  administra- 
tors, medical  librarians  and  educa- 
tors. The  library  can  be  used  with 
most  IBM  personal  computers  and 
compatibles.  There  are  no  phone 
lines,  modems,  on-line  charges  or 
transmission  problems.  The  li- 
brary will  be  sold  on  an  annual 
subscription  basis,  which  provides 
unlimited  access  at  a fixed  cost. 

Hoffmann-La  Roche  received  a 
license  from  the  U.S.  Food  and 
Drug  Administration  to  market 
Roferon'-A,  a brand  of  recombi- 
nant human  alfa  interferon  for 
treatment  of  AIDS-related  Ka- 
posi's sarcoma.  Treatment  con- 
sists of  once-daily  injections  for  10 
to  12  weeks,  followed  by  mainte- 
nance injections  three  times  a 
week.  Roferon-A  is  packaged  in  a 
ready-to-inject  intramuscular  or 
subcutaneous  solution  and  may 
be  given  on  an  outpatient  basis  or 
self-administered  at  home. 

Cambridge  Health  Economics 
Group  published  a new  book  to 
help  physicians  estimate  the  po- 
tential impact  on  their  income  if  a 
resource-based  relative  value  scale 
fee  schedule  were  adopted.  The 
book  is  available  by  writing  to 
Cambridge  Health  Economics 
Group,  Inc.,  850  Boylston  St., 
Chestnut  Hill,  MA  02167.  □ 
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■cme  calendar 


Child  Care  Conference 

The  24th  Annual  Indiana  Mul- 
tidisciplinary Child  Care  Confer- 
ence will  be  May  17  and  18  at  the 
Hilton  in  downtown  Indianapolis. 

The  following  speakers  will  be 
presented:  Dr.  Carol  Baker,  pedi- 
atric infectious  disease;  Dr.  Nancy 
Esterly,  pediatric  dermatology;  Dr. 
Richard  Stiehm,  immunology;  Dr. 
C.  Lawrence  Kien,  pediatric  nutri- 
tion; Dr.  Norman  Frost,  ethics;  Dr. 
James  Seidel,  emergency  room 
medicine;  Dr.  Margaret  Blythe, 
providing  contraception  for  the 
sexually  active  teen;  and  Drs. 
David  Dunn  and  Thomas  Lu- 
erssen,  neurologic  problems. 

For  registration  information, 
write  Dr.  Richard  L.  Schreiner, 
Chairman,  Department  of  Pediat- 
rics, Indiana  University  School  of 
Medicine,  702  Barnhill  Drive,  Indi- 
anapolis, IN  46223. 

Methodist  Hospital  CME 

Methodist  Hospital  will  sponsor 
the  following  continuing  medical 
education  events  for  April  and 
May: 

Apr.  7-8  - Advanced  Cardiac 

Life  Support,  Meth- 
odist Hospital,  Wile 
Hall,  Indianapolis. 
Apr.  14-15-  Medical  Ethics  Semi- 
nars, Eagles  Crest, 
Eagle  Creek  Park, 
Indianapolis. 

Apr.  21-22-  Advanced  Trauma 
Life  Support,  Meth- 
odist Hospital,  Wile 
Hall,  Indianapolis. 
Apr.  28-29-  Primary  Care  Gyne- 
cology Workshop, 
Methodist  Hospital, 
Auditorium  and 
Wile  1 1 a 1 1 , Indian- 
apolis. 

May  12  - 1989  Overview  of 

Solid  Organ  Trans- 
plantation, Hyatt  Re- 
gency, Indianapolis. 


May  18-19-  24th  Annual  Batman 
Lecture,  Methodist 
Hospital,  Audito- 
rium, Indianapolis. 

May  24  - Initial  Management 

of  Catastrophic  Ath- 
letic Injuries,  Meth- 
odist Hospital,  Audi- 
torium, Indianapolis. 

Indiana  University  CME 

The  Indiana  University  School 

of  Medicine  will  sponsor  the  fol- 
lowing CME  courses  for  March, 

April  and  May: 

Mar.  22  - Stroke  Workshop, 

Wishard  Memorial 
Hospital,  Indianapo- 
lis. 

Mar.  29  - Dermatology  Update 

for  the  Non-Derma- 
tologist, University 
Place  Executive  Con- 
ference Center  and 
Hotel,  Indianapolis. 

Mar.  30  - Hemophilia  Care: 

Health  Care  Provid- 
ers Conference,  Uni- 
versity Place  Execu- 
tive Conference  Cen- 
ter and  Hotel,  Indi- 
anapolis. 

Mar.  30-31-  1989  Symposium  on 
Breast  Imaging,  Uni- 
versity Place  Execu- 
tive Conference  Cen- 
ter and  Hotel, 
Indianapolis. 

Apr.  10-12-  Update  Workshop  in 
Echocardiography: 
Coronary  Artery 
Disease,  Exercise 
Quantitation,  Uni- 
versity Place  Execu- 
tive Conference  Cen- 
ter and  Hotel,  Indi- 
anapolis. 

Apr.  10-14-  Electrocardiographic 
Interpretation  of 
Complex  Arrhyth- 
mias: A Physiologi- 
cal Approach,  Kran- 


nert  Institute,  Indi- 
ana University  Medi- 
cal Center,  Indian- 
apolis. 

Apr.  14  - Update  in  Occupa- 

tional Lung  Disease, 
University  Place  Ex- 
ecutive Conference 
Center  and  Hotel, 
Indianapolis. 

Apr.  20  - Sports  Medicine, 

Reid  Memorial  Hos- 
pital, Richmond,  Ind. 

Apr.  20-21-  12th  Annual  Arthur 
B.  Richter  Confer- 
ence: Post  Trau- 
matic Stress  Disor- 
ders in  Children  and 
Adolescents,  Univer- 
sity Place  Executive 
Conference  Center 
and  Hotel,  Indian- 
apolis. 

Apr.  21-23-  Advanced  Trauma 
Life  Support,  Wish- 
ard Memorial  Hospi- 
tal, Indianapolis. 

Apr.  22  - Depression:  Recog- 

nition and  Treatment 
in  Primary  Medical 
Care  Setting,  Hilton- 
on-the-Circle,  Indian- 
apolis. 

Apr.  26-29-  Annual  Migrant 
Conference,  Hyatt 
Regency  Hotel,  Indi- 
anapolis. 

May  3-5  - New  Developments 

in  Neuroradiology, 
University  Place 
Executive  Confer- 
ence Center  and 
Hotel,  Indianapolis. 

May  4-6  - Annual  Meeting  of 

the  Indiana  Chapter, 
American  College  of 
Surgeons,  Evansville, 
I nd . 

For  further  information  on 

these  CME  programs,  call  Melody 

Dian,  assistant  director,  CME, 

(317)  274-8353.  □ 
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“I  solved  our  third-party  billing  problems 
and  dramatically  increased  profitability 
with  AutoClaim.” 


AutoClaim's  one -step  "Universal  Claims  Processing  System"  means  that  data  is  entered  only  once— regardless  of  the  carrier.  AutoClaim  does  the  rest. 


AutoClaim  handles  third-party 
billing  faster,  more  completely 
and  more  profitably  than  any  other 
system  available. 

AutoClaim,  the  state-of-the-art  in 
third-party  billing,  slices  through  the 
tangle  of  insurance  carrier  requirements 
for  the  fastest,  most  complete  billing 
available  It  speeds  claims  reimburse- 
ment, gives  you  greater  flexibility,  and 
generates  more  profit  than  any  other 
system  on  the  market 

Unlike  other  billing  services  and 
computer  systems,  AutoClaim  performs 
your  third-party  billing  automatically. 
AutoClaim: 

► plugs  you  into  a universe  of  insurance 
carriers . . . not  just  a handful. 

► provides  a direct  link  for  on-line 
prospective  eligibility  verification. 

► gives  the  fastest  turnaround  and 
claims  payback  of  any  system  available. 

► is  so  flexible  that  you  don't  change 
your  computer  protocol  to  bill  different 
carriers. 

► costs  far  less  — and  is  infinitely 
faster  — than  any  service  bureau 

► installs  instantly  over  existing  phone 
lines  in  any  office. 

► has  full  screen  and  full  keyboard 
capability. 


► utilizes  universal,  single-step  entry 
good  for  most  major  carriers. 

► and  you’re  assured  of  quality  because 
it  comes  front  the  industry  leader. 
Medical  Data  Systems.  . . with  superior 
equipment  from  Hewlett-Packard,  a 
world  leader  in  computer  technology, 
and  from  VeriFone,  the  nation's  largest 
manufacturer  of  P O S.  terminals  for 
the  banking  industry'. 

How  AutoClaim  works 

AutoClaim  is  a one  step,  data  entry 
process,  not  dependent  on  a single, 
dedicated  claims  card.  Using  an  on- 
screen standard  format  or  data  from 
your  existing  computer  system,  patient 
information  is  entered  directly  into 
AutoClaim  at  your  office,  converted 
to  die  carrier's  prescribed  format  .and 
electronically  transmitted.  Claims 
recovery  is  initiated  immediately  The 
difference  in  turnaround  time  can  be 
measured  in  days  vs.  months.  We  call 
this  state-of-the-art  program  the 
"Universal  Claims  Processing  System” 
because  it  ties  in  directly  with  a 
universe  of  insurance  carriers. 

Flexibility 

AutoClaim  is  available  on  a stand- 
alone basis.  Or  it  can  be  added  as  an 
enhancement  to  your  existing  office 


computer.  If  your  office  requires  a 
complete  management  system,  Medical 
Data  Systems  offers  AutoMed,  for 
nearly  20  years  the  industry  standard 
m reliability.  AutoMed  — which 
incorporates  AutoClaim  — is  the  cost- 
effective,  full  service  system  widely 
used  by  physicians,  group  practices, 
clinics,  hospitals,  PPO's  and  HMO's. 
AutoMed  provides  patient  and  third 
party  hilling,  productivity  analyses, 
accounting,  medical  records,  research, 


word- processing,  AMA  access  and 
other  data  base  information  services. 

Would  you  like  to  solve  your 
billing  problems  and  increase  your 
profitability?  Call  us  today  at 
1-800- 521-45-+X:  or  in  Ohio  at 
1-800-362-7895. 

AutoClaim  and  AutoMed. 
Demonstrating  the  power  and  per- 
formance of  Medical  Data  Systems, 
where  the  future  becomes  reality  in 
healthcare  management  today. 


j.-;.;  2045  Midway  Drive 

-:'$t  MEDICAL  DATA  SYSTEMS  TWinshurg,  Ohio  -h087 

division  of  GENERAL  COMPUTER  CORP  (800)  521-4548 

in  Ohio  (800)  362-7895 


□ Yes,  I want  to  learn  more  about  AutoClaim. 
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scientific  contributions 


The  Lambert- Eaton 
Myasthenic  Syndrome 


Robert  M.  Pascuzzi,  M.D. 
Indianapolis 


T. 


Indiana  medicine  offers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the  fac- 
ulty of  the  Indiana  University  School 
of  Medicine.  The  program  is  coordi- 
nated and  supported  by  a grant  from 
the  school's  Division  of  Continuing 
Medical  Education. 

The  I.U.  School  of  Medicine  desig- 
nates this  CME  activity  for  one  credit 
hour  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American 
Medical  Association. 

To  obtain  Category  I credit  for  this 
month's  article,  complete  the  quiz 
following  this  article. 

The  author  is  assistant  professor  of 
neurology  at  Indiana  University  School 
of  Medicine  and  chief  of  the  neurology 
section  at  Wishard  Memorial  Hospital, 
Regenstrief  Health  Center,  1 001  W. 
I()th  St.,  Indianapolis,  IN  46202. 


he  Lambert-Eaton  My- 
asthenic Syndrome  (LES)  is  a dis- 
order of  neuromuscular  transmis- 
sion that  results  in  subacute  or 
chronic  weakness  predominantly 
involving  proximal  extremity 
muscles.  The  disease  is  consid- 
ered rare,  has  been  reported  four 
to  five  times  more  often  in  men 
than  in  women,  and  the  majority 
of  patients  are  older,  over  age  40, 
although  it  has  been  reported  in 
children.  Symptoms  are  usually 
referable  to  proximal  lower  ex- 
tremity muscles  with  subjective 
weakness  and  fatigue,  particularly 
with  walking,  climbing  stairs  or 
rising  from  a chair.  Proximal 
myalgias  of  the  back  and  legs  are 
reported  occasionally.  Weakness 
may  fluctuate  and  improve  some- 
what with  repeated  exercise.  In- 
volvement of  cranial  muscles  may 
occur  but  is  usually  mild  in  con- 
trast to  the  clinical  involvement  in 
myasthenia  gravis.  Respiratory 
muscles  are  not  commonly  in- 
volved. Myalgias,  paresthesias  of 
the  extremities,  dry  mouth,  metal- 
lic taste  and  impotence  are  occa- 
sionally reported.15  Hypoactive 
muscle  stretch  reflexes  are  charac- 
teristic. 

The  myasthenic  syndrome  has  a 
strong  association  with  malig- 
nancy in  that  two-thirds  of  re- 
ported cases  possess  some  type  of 
underlying  neoplasm,  most  often 


small  cell  or  oat  cell  carcinoma  of 
the  lung.  Almost  all  patients  with 
malignancy  are  over  the  age  of  40. 

Cases  involving  younger  pa- 
tients, who  more  often  are  wom- 
en, are  usually  unrelated  to  neo- 
plasm. Patients  may  initially 
present  with  weakness  only  to 
have  their  underlying  malignancy 
detected  within  two  years  of  onset 
of  LES.13 

Pathogenesis 

The  pathogenesis  of  the  disease 
appears  to  involve  a component 
erf  the  humoral  immune  system 
that  impairs  the  release  of  ace- 
tylcholine from  motor  nerve  ter- 
minals. The  evidence  for  an  au- 
toimmune pathogenesis  is  sum- 
marized below. 

LES  has  been  associated  with 
other  autoimmune  diseases.2,3 
Treatment  of  the  underlying  carci- 
noma has  been  associated  with 
clinical  improvement.  Immuno- 
suppressive therapies,  including 
corticosteroids,  azathioprine  and 
plasmapheresis,  have  proven  ef- 
fective in  the  management  of  the 
disease."  LES  has  been  passively 
transferred  in  several  laboratories 
by  administering  plasma  from 
affected  patients  to  laboratory 
mice  with  the  production  of  char- 
acteristic in  vitro  electrophysiol- 
ogic  abnormalities  of  LES.4,8 

The  passively  transferred  factor 
is  probably  an  immunoglobulin 
since  purified  IgG  from  patients 
with  the  disease  produces  the 
identical  electrophysiological 
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changes  in  mice.0  Morphological 
studies  of  the  neuromuscular 
junction  demonstrate  disorganiza- 
tion and  simplification  of  the  ac- 
tive zone  sites  of  the  presynaptic 
nerve  terminal.7  Compelling  evi- 
dence suggests  that  circulating 
IgG  binds  to  some  portion  of  the 
presynaptic  motor  nerve  terminal, 
thereby  interfering  with  presynap- 
tic release  of  vesicles  of  ace- 
tylcholine neurotransmitter.  The 
binding  site  appears  to  be  the 
voltage  dependent  calcium  chan- 
nels or  a nearby  antigen  at  the 
nerve  terminal.410  The  anticholin- 
ergic autonomic  symptoms  (dry 
mouth,  impotence,  etc.)  are  pre- 
sumably due  to  these  antibodies 
binding  to  muscarinic  nerve  ter- 
minals. These  antibody  assays  are 
currently  investigational  tools  but 
eventually  should  become  avail- 
able to  the  clinician  as  a confirm- 
ing diagnostic  test. 


Neuromuscular  transmission 

The  clinical  hallmark  of  disor- 
ders of  the  neuromuscular  junc- 
tion is  the  fluctuating  or  "fati- 
gable"  quality  of  weakness.  The 
mechanism  for  fluctuation,  basis 
for  electrodiagnosis  and  rationale 
for  treatment  can  be  understood 
by  analyzing  the  normal  dynamics 
of  neuromuscular  transmission. 

The  motor  nerve  terminal  con- 
tains synaptic  vesicles  in  large 
numbers.  Each  vesicle  contains 
one  quantum  of  the  neurotrans- 
mitter acetylcholine  (ACh)  equal 
to  about  10,000  ACh  molecules. 
ACh  is  released  from  vesicles  by 
exocytosis,  which  occurs  at  spe- 
cialized active  zones  on  the  nerve 
terminal  (release  sites).  Nicotinic 
ACh  receptors  are  located  on  the 
crests  of  the  synaptic  folds  located 
across  the  cleft  from  the  release 
sites  (Figure  1). 

Spontaneous  random  release  of 


quanta  results  in  small  depolariza- 
tions of  the  muscle  fiber  mem- 
brane called  miniature  endplate 
potentials  (MEPPs).  MEPPs  nor- 
mally produce  a 1 millivolt  (mV) 
depolarization  at  the  muscle  fiber 
endplate,  too  small  to  produce  a 
muscle  action  potential.  ACh  is 
then  hydrolyzed  by  ace- 
tylcholinesterase, after  which 
choline  is  taken  back  up  into  the 
nerve  terminal  for  the  resynthesis 
of  ACh. 

Normally,  when  a nerve  action 
potential  reaches  the  nerve  termi- 
nal there  is  simultaneous  release 
of  many  quanta  (40  to  150  ves- 
icles). This  release  is  mediated  by 
opening  of  voltage-sensitive  cal- 
cium channels  causing  influx  of 
calcium  at  the  nerve  terminal. 
Depolarization  of  the  muscle  fiber 
membrane  from  this  bolus  of  ACh 
is  the  endplate  potential  (EPP). 
The  resting  membrane  potential  is 


Figure  1:  Schematic  of  the  neuromuscular  junction,  summary  of  pre-  and  post-synaptic  events  in  neu- 
romuscular transmission  with  location  of  clinical  disorders.  ACh:  acetylcholine;  AChE:  acetylcholin- 
esterase; AChR:  acetylcholine  receptor;  LES:  Lambert-Eaton  Syndrome;  EPP:  endplate  potential;  JF: 
junctional  fold;  M:  mitochondria;  MG:  myasthenia  gravis;  SC:  schwann  cell.  (Adapted  with  permission 
from  Vong  I.  Kim,  Ph.D.,  Seminars  in  Neurology,  Vol.  2,  No.  3,  1982.) 
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Figure  2:  Schematic  of  the  dynamics  of  neuromuscular  transmission.  Lines  represent  responses  to  re- 
petitive nerve  stimulation  at  2 per  second.  A demonstrates  the  reduced  number  of  quanta  released  at  the 
nerve  terminal.  B illustrates  corresponding  effect  on  the  amplitude  of  the  post-synaptic  endplate  poten- 
tial (EPP).  C shows  that  each  EPP  is  sufficient  to  reach  threshold  to  produce  a muscle  fiber  action  poten- 
tial (AP)  in  the  normal  state.  In  the  diseased  state  some  of  the  EPP  are  sub-threshold  and  no  AP  is  gen- 
erated (transmission  is  "blocked").  D shows  the  reduction  in  size  of  the  compound  muscle  AP  (the  sum 
of  all  the  muscle  fiber  AP's  in  one  muscle  group)  in  the  diseased  state  due  to  progressive  decline  in  the 
number  of  muscle  fiber  AP's  produced  by  each  successive  nerve  stimulation. 


about  -85  mV,  and  depolarization 
of  15  to  20  mV  must  occur  in  or- 
der to  reach  the  threshold  neces- 
sary to  produce  a muscle  fiber 
action  potential.  Therefore,  if  100 
quanta  are  released  by  a nerve 
action  potential  and  each  quan- 
tum can  produce  a 1 mV  depolari- 
zation, then  the  resulting  EPP  will 
be  four  to  five  times  greater  than 
that  required  for  reaching  thresh- 
old and  producing  a muscle  fiber 
action  potential.  The  excess  depo- 
larization is  the  safety  margin  that 
allows  neuromuscular  transmis- 
sion to  occur  even  if  the  nerve 
terminal  becomes  depleted  of 
quanta.  The  muscle  fiber  action 
potential  is  propagated  away  from 
the  endplate  through  the  trans- 


verse tubule  system,  resulting  in 
calcium  release  from  the  sarco- 
plasmic reticulum  and  thus  me- 
chanical contraction. 

The  dynamics  of  neuromuscular 
transmission  are  summarized  as 
follows  (Figure  2): 

1)  The  nerve  terminal  has  about 
200,000  quanta  of  ACh. 

2)  Only  about  1,000  quanta  are 
available  for  immediate  release 
(the  releasable  store). 

3)  The  number  of  quanta  re- 
leased with  a nerve  action  poten- 
tial is  from  40  to  150  depending 
on  the  size  of  the  releasable  store 
and  the  probability  of  release. 
Increasing  either  of  these  two 
factors  will  increase  the  number  of 
quanta  released  and,  therefore, 


produce  a larger  EPP. 

4)  Following  release  with  result- 
ing EPP,  the  releasable  store  is 
diminished. 

5)  The  releasable  store  is  then 
replenished  by  mobilization  of 
other  quanta  at  the  nerve  termi- 
nal. Mobilization  requires  several 
seconds  to  occur  (nerve  stimuli  at 
2 per  second  will  result  in  a pro- 
gressive decline  of  the  EPP  over 
the  first  three  to  five  stimuli,  but 
thereafter,  the  EPP  may  increase 
due  to  the  mobilization  of 
quanta). 

6)  The  early  decline  of  the  EPP 
in  response  to  a slow  train  of 
stimuli  is  therefore  a normal 
event.  The  large  safety  margin 
normally  present  prevents  any 
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failure  of  muscle  fiber  action  po- 
tential production.  In  disorders  of 
neuromuscular  transmission  in 
which  the  EPP  is  small  initially,  a 
further  decline  in  EPP  during  a 
train  of  stimuli  may  cause  the  EPP 
to  fall  below  the  threshold  neces- 
sary to  produce  a muscle  action 
fiber  potential  (neuromuscular 
transmission  fails). 

7)  With  exercise  (either  volun- 
tary contraction  or  electrically 
induced  tetanus  from  high  fre- 
quency nerve  stimulation)  mobili- 
zation of  quanta  occurs  and  con- 
tinues for  several  seconds  after 
exercise  stops,  such  that  the  re- 
leasable store  may  become  "over- 
filled." Additional  nerve  stimuli 
at  that  time  produce  increased 
quantal  release  and  increased  size 
of  the  EPP. 

8)  Calcium  accumulation  at  the 
release  sites  increases  quantal 
release.  This  effect  of  calcium 
accumulation  lasts  about  200  mil- 
liseconds, while  the  effect  of  mo- 
bilization lasts  several  seconds. 
Both  phenomena  contribute  to 
facilitation  of  the  EPP,  which  oc- 
curs with  exercise  or  tetanic  nerve 
stimulation. 


9)  A brief  period  of  facilitation 
is  followed  by  a decline  in  the 
EPP,  reaching  its  low  point  2 to  4 
minutes  after  exercise.  In  patients 
with  junctional  disease  this  is 
post-activation  exhaustion,  which 
is  associated  with  further  decrease 
in  neuromuscular  transmission 
and  clinical  fatigability. 

10)  At  high  rates  of  nerve  stimu- 
lation (20  to  50  per  second),  mobi- 
lization, facilitation  and  depletion 
also  take  place.  Normally  there  is 
a rapid  decline  in  the  EPP.  When 
the  EPP  is  initially  small  due  to  a 
presynaptic  disorder  (LES,  botu- 
lism), high  stimulation  rates  result 
in  sustained  increase  in  calcium 
concentration  at  the  nerve  termi- 
nal, leading  to  increased  quantal 
release,  increased  size  of  the  EPP 
and  improved  neuromuscular 
transmission. 

Electrical  diagnostic  testing  for 
junctional  diseases  is  based  on  the 
factors  described  above.  With 
repetitive  stimulation  the  rate 
should  be  low,  2 to  3 per  second, 
because  frequencies  slower  than  2 
per  second  may  allow  time  for  the 
releasable  store  to  refill,  while 
frequencies  faster  than  5 per  sec- 


ond allow  for  calcium  accumula- 
tion at  release  sites.  At  2 per  sec- 
ond, calcium  has  time  to  diffuse 
away,  but  the  releasable  store 
does  not  have  time  to  refill. 
Therefore,  2 to  3 Hz  is  the  most 
likely  rate  to  demonstrate  a decre- 
menting series  of  muscle  action 
potentials  (the  electric  hallmark  of 
disease  of  the  neuromuscular 
junction). 

These  principles  of  normal  neu- 
romuscular transmission  provide 
the  explanation  for  the  fluctuation 
in  power  and  fatigable  weakness 
so  characteristic  of  LES  and  other 
disorders  of  neuromuscular  trans- 
mission. 

The  present  method  of  valida- 
tion of  the  diagnosis  involves 
electromyography.  LES  has  a 
very  characteristic  and  relatively 
specific  electrophysiological 
appearance  (Figure  3).  There  is 
significant  reduction  in  the  ampli- 
tude of  the  compound  muscle 
action  potential  in  all  patients. 
With  low  rates  of  repetitive  stimu- 
lation (2  to  3 Hz),  there  is  a char- 
acteristic decremental  response. 
Following  muscle  exercise  there  is 
marked  enhancement  or  facilita- 


Figure  3:  Classic  LES  abnormalities  with  2Hz  stimulation  of  the  peripheral  nerve  while  recording  the 
compound  muscle  action  potential  from  the  muscle.  Initially,  there  is  a low  amplitude  response  with 
progressive  decline  with  serial  shocks  (A).  Following  brief  exercise,  there  is  marked  facilitation  of 
the  response  (due  to  mobilization  of  quanta  and  accumulation  of  calcium  at  the  nerve  terminal)  (B). 
Two  minutes  following  exercise,  the  response  returns  to  baseline  (D).  (Reproduced  with  permission 
from  Lawrence  H.  Phillips  II,  M.D.,  Seminars  in  Neurology,  Vol.  2,  No.  3,  1982.) 
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Table  I 


Symptoms: 

• proximal  limb  weakness 

• "fatigue"  or  fluctuation  of  symptoms 

• difficulty  arising  from  sitting  position 

• reduced  walking,  climbing  stairs 

• dry  mouth,  metallic  taste,  anticholinergic  symptoms 


Signs: 

• proximal  limb  weakness  (legs  more  than  arms) 

• reduced  muscle  stretch  reflexes 
transient  improvement  in  muscle  power  following  exercise 


tion  of  the  compound  muscle  ac- 
tion potential,  usually  at  least 
double  the  baseline  amplitude. 
Also,  at  rapid  rates  of  repetitive 
stimulation  (10  to  50  Hz),  there  is 
usually  an  increment  in  the 
evoked  compound  muscle  action 
potential.  These  electrophysiol- 
ogic  findings  are  characteristic  of 
a presynaptic  defect  of  neuromus- 
cular transmission.  The  low  am- 
plitude compound  muscle  action 
potentials  and  the  degree  of  post- 
exercise facilitation  distinguish 
this  from  the  more  common  post- 
synaptic  disorder  myasthenia 
gravis." 

Other  pre-synaptic  disorders  to 
be  distinguished  from  LES  include 
botulism  and  hypermagnesemia, 
which  tend  to  involve  more  acute 
clinical  presentations.  The  most 
sensitive  in  vitro  electrophysiol- 
ogical  test  is  single  fiber  electro- 
myography (SFEMG),  which  al- 
lows measurement  of  action  po- 
tentials from  single  muscle  fibers. 
With  proper  placement  of  the 
recording  electrode,  one  can  si- 
multaneously record  from  two 
nearby  muscle  fibers  belonging  to 
the  same  motor  unit  (innervation 
by  the  same  anterior  horn  cell). 

By  measuring  the  relative  vari- 
ation between  the  individual 
muscle  fiber  action  potentials  (jit- 
ter), which  presumably  reflects 
subtle  variation  in  the  rise  time  of 
the  muscle  fiber  action  potentials, 
one  can  obtain  a sensitive  meas- 
ure of  neuromuscular  transmis- 
sion. Increased  jitter  may  be 
measurable  even  when  the  defect 
of  neuromuscular  transmission  is 
insufficient  to  produce  clinical 
weakness.  This  allows  for  detec- 
tion of  subclinical  abnormalities  of 
neuromuscular  transmission. 

The  incidence  of  LES  in  un- 
known. Utilizing  data  from  the 
Mayo  Clinic,  Lambert  indirectly 


estimated  that  LES  occurred  in 
about  6%  of  patients  with  small 
cell  carcinoma  of  the  lung.  Tor- 
bergson  et  nl  reported  five  of  12 
patients  with  carcinoma  of  the 
lung  having  subclinical  single 
fiber  EMC  abnormalities,  raising 
the  question  of  more  frequent 
occurrence  than  previous  wis- 
dom.12 Most  neuromuscular  clin- 
ics see  one  patient  with  LES  for 
every  100  with  myasthenia  gravis. 

Therapy 

The  course  of  the  disorder  tends 
to  be  chronic  with  only  occasional 
complete  remission.  Some  pa- 
tients have  improved  after  suc- 
cessful treatment  for  their  under- 
lying malignancy.  Most  patients 
require  long-term  medical  therapy 
in  order  to  maintain  optimal  func- 
tion. In  patients  over  age  40  who 
have  an  associated  neoplasm,  first 
line  therapy  is  removal  of  the 
malignancy.  Specific  medical 
therapy  involves  two  basic  ap- 
proaches - symptomatic  enhance- 
ment of  neuromuscular  transmis- 
sion and  immunosuppression. 

The  simplest  method  of  boost- 


ing neuromuscular  transmission 
involves  use  of  pyridostigmine 
(Mestinon),  which  allows  accumu- 
lation of  ACh  at  the  neuromuscu- 
lar junction  by  inhibiting  ace- 
tylcholinesterase. Guanidine  in- 
creases the  number  of  quanta 
released  by  increasing  the  dura- 
tion of  the  action  potential  at  the 
motor  nerve  terminal.  Bone  mar- 
row, renal  and  hepatic  toxicity 
have  greatly  limited  its  use.  A 
quaternary  ammonium  com- 
pound, 4-aminopyridine,  increases 
quantal  release  by  blocking  volt- 
age-dependent potassium  conduc- 
tance. This  prolongs  depolariza- 
tion at  the  nerve  terminal  and 
enhances  voltage-dependent  cal- 
cium influx.  Central  nervous 
system  toxicity  including  seizures, 
agitation  and  confusion  limits  its 
use.  A less  toxic  derivative,  3,  4- 
diaminopyridine,  which  gains 
access  to  the  central  nervous  sys- 
tem poorly,  appears  to  be  well- 
tolerated  but  currently  has  limited 
availability. 

Chronic  immunosuppression 
has  resulted  in  the  most  satisfac- 
tory long-term  control  of  symp- 
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Table  3 

Table  2 

Disorders  of 

Therapy  of  Lambert-Eaton  Syndrome 

neuromuscular 

1)  Removal  of  associated  neoplasm 

transmission 

2)  "Symptomatic"  boost  of  neuromuscular  transmission 

Pre-synaptic: 

- cholinesterase  inhibitors  (Mestinon) 

• Lambert-Eaton  Myasthenic 

- guanidine  (toxicity) 

Syndrome 

- 4-aminopyridine  (toxicity) 

• botulism 

- 3,  4-diaminopyridine 

• hypermagnesemia 

• tick  paralysis 

3)  Immunosuppressive  therapy 

- high  dose,  long-term  corticosteroids 

Post-synaptic: 

- azathioprine 

• myasthenia  gravis 

- plasmapheresis 

toms.  Corticosteroids,  azathi- 
oprine  and  plasmapheresis  have 
all  shown  benefit. 

Although  LES  should  be  of  par- 
ticular interest  to  neurologists, 
oncologists  and  rheumatologists, 
the  diagnosis  should  be  consid- 
ered in  the  differential  of  any 
patient  with  proximal  weakness 
and/or  fatigue.  □ 
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cme  quiz 


To  obtain  one  hour  of  Category  I CME  credit,  answer  the  following  questions  by  circling  the  correct  answer  on 
the  answer  sheet  below.  Complete  the  application  form  and  mail  it  to:  Indiana  University  School  of  Medicine, 
CME  Division,  BR  156,  1226  W.  Michigan  St.,  Indianapolis,  IN  46223. 

Lambert- Eaton  Syndrome 


1.  The  Lambert-Eaton  Myasthenic 

Syndrome  is 

a.  a disorder  of  the  post-synaptic 
portion  of  the  neuromuscular 
junction  interfering  with  the 
ACh  receptor. 

b.  a disorder  of  the  pre-synaptic 
portion  of  the  neuromuscular 
junction  interfering  with  the 
release  of  ACh. 

c.  a disorder  of  defective  ace- 
tylcholinesterase. 

2.  Which  of  the  following  are  major 

concepts  involving  LES? 

a.  the  presence  of  an  associated 
neoplasm  (most  often  small 
cell,  oat  cell)  carcinoma  of 
the  lung. 

b.  autoimmune  phenomenon  with 
IgG  directed  against  the  pre- 
synaptic  nerve  terminal. 

c.  both  of  the  above. 


Common  clinical  symptoms  in 
LES  include 

a.  proximal  weakness. 

b.  ''fatigue"  or  fluctuation  in 
power. 

c.  anticholinergic  symptoms  in- 
cluding dry  mouth. 

d.  all  of  the  above. 


4.  The  pathogenesis  of  LES  probably 
involves 

a.  lymphocytic  infiltration  of 
muscle. 


b.  antibodies  (IgG)  that  bind  to 
the  voltage  dependent  calcium 
channels  at  the  pre-synaptic 
cholinergic  nerve  terminal. 

c.  tumor  infiltration  into  muscle. 

5.  Fluctuation  in  muscle  power 
occurs  in  disorders  of  the  neu- 
romuscular junction  because  of 

a.  minute  to  minute  variation  in 
levels  of  antibodies. 

b.  toxic  metabolites  of  exercised 
muscle  fibers. 

c.  the  normal  dynamics  of  ACh 
release,  mobilization  and  de- 
pletion at  the  motor  nerve 
terminal  superimposed  on  re- 
duction in  efficiency  of  neu- 
romuscular transmission. 

6.  Which  one  of  the  following  is  not 
a disorder  of  the  neuromuscular 
junction? 

a.  myasthenia  gravis. 

b.  Lambert-Eaton  syndrome. 

c.  botulism. 

d.  hypermagnesemia. 

e.  polymyositis. 

7.  Established  therapies  of  LES 
include 

a.  removal  of  associated  neo- 
plasm. 

b.  cholinesterase  inhibitors 
(Mestinon). 

c.  immunosuppressive  therapy 


(corticosteroids,  azathioprine, 
plasmapheresis), 

d.  all  of  the  above. 

8.  Normally,  there  is  a reduction  in 
release  of  ACh  from  the  motor 
nerve  terminal  with  exercise  or 
repetitive  nerve  stimulation. 

Wny  do  normal  individuals  not 
experience  weakness  due  to  this 
reduction? 

a.  the  endplate  potential  (EPP)  is 
normally  so  much  greater  than 
the  threshold  necessary  for 
production  of  a muscle  fiber 
action  potential  (the  "safety 
margin"  for  neuromuscular 
transmission  is  too  great). 

b.  compensatory  increase  in  ace- 
tylcholinesterase. 

c.  none  of  the  above. 

9.  Botulinum  toxin  produces  paraly- 
sis by  affecting 

a.  pre-synaptic  nerve  terminal. 

b.  post-synaptic  ACh  receptor. 

c.  muscle  fiber. 

d.  anterior  horn  cell. 

10.  Myasthenia  gravis  causes  weak- 
ness by  affecting 

a.  pre-synaptic  nerve  terminal. 

b.  post-synaptic  ACh  receptor. 

c.  muscle  fiber. 

d.  anterior  horn  cell. 


Answer  sheet  for  CME  quiz 

I wish  to  apply  for  one  hour  of  Category  I AMA  Continuing  Medical  Education  credit  through  the  I.U.  School  of 
Medicine.  I have  read  the  article  and  answered  the  quiz  on  this  answer  sheet.  I understand  my  answer  sheet  will  be 
graded  confidentially,  at  no  cost  to  me,  and  notification  of  my  successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application  for  the  Physician  Recognition  Award  of  the  American 
Medical  Association.  I also  understand  that  if  I do  not  answer  807c  of  the  questions  correctly,  I will  not  be  advised  of 
my  score,  but  the  answers  will  be  published  in  the  next  issue  of  Indiana  medicine. 


Name:  (please  print  or  type) 


Address: 


Identification  number:  (found  above  your  name  on  mailing  label)  Signature: 

To  be  eligible  for  this  month's  quiz,  send  your  completed,  signed  application  before  April  10,  1989,  to 
the  address  appearing  at  the  top  of  this  page. 


Answers 

(circle  one) 

1.  a b c 

2.  a b c 

3.  abed 

4.  a b c 

5.  a b c 

6.  a b c d e 

7.  abed 

8.  a b c 

9.  abed 
10.  abed 


180 


INDIANA  MEDICINE/March  1989 


Possibly  the  most 
encouraging 
insurance 
news  of 


the  year. 


Physicians  Insurance 
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Evaluation  of  thyroid 
function  in  the  critically  ill 


ADULT  CRITICAL  CARE  MEDICINE 


a 
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OF  INDIANA,  INC 


Dr.  Buran  is  the  associate  medical 
director  of  the  Critical  Care  Depart- 
ment at  Methodist  Hospital.  Dr. 
Scheidler  is  clinical  assistant  profes- 
sor of  medicine  at  Indiana  Univer- 
sity. 


Michael  J.  Buran,  M.D. 

James  A.  Scheidler,  M.D. 
Indianapolis 

The  patient  admitted  to  the  in- 
tensive care  unit  frequently  pres- 
ents unexpectedly  with  poorly 
defined  pathophysiologic  proc- 
esses affecting  multiple  organ 
systems.  Differential  diagnosis  in 
such  a patient  is  a complicated 
and  frustrating  process,  especially 
when  immediate  therapeutic  inter- 
ventions are  required.  Because  of 
the  multi-system  character  of 
these  patients'  disorders,  endo- 
crine dysfunction  frequently  must 
be  considered  during  the  acute 
evaluation. 

This  is  particularly  true  of  disor- 
ders of  thyroid  function.  At  the 
extremes  of  thyroid  disease, 
myxedema  coma  and  thyroid 
storm  are  life-threatening  disor- 
ders, which  of  themselves  necessi- 
tate critical  care  interventions. 
More  subtly,  mild  or  moderate 
hyper-  or  hypothyroidism  may 
alter  the  response  to  other  inter- 
current life-threatening  diseases, 
such  as  sepsis  or  myocardial  in- 
farction. Finally,  the  typical 
changes  in  thyroid  function  tests 
seen  with  severe  illness  may  re- 
sult in  the  misdiagnosis  of  thyroid 
disease  in  the  presence  of  normal 
thyroid  function.  While  the  de- 
finitive treatment  of  thyroid  dis- 
ease usually  requires  the  aid  of  an 
endocrinologist,  all  physicians 
providing  medical  care  in  the  in- 


tensive care  unit  need  to  be  famil- 
iar with  the  initial  tests  that  may 
be  used  to  screen  for  thyroid  dys- 
function in  the  critically  ill. 

During  severe  illness,  while 
function  of  the  hypothalamic  pi- 
tuitary thyroid  axis  remains  intact, 
there  are  changes  in  the  periph- 
eral metabolism  and  protein  bind- 
ing of  levothyroxine  (T  ).  The 
concentration  of  unbound,  physio- 
logically active  T4  (free  T4  or  FT4) 
remains  normal.  However,  be- 
cause of  decreased  production  of 
carrier  proteins  (thyroid  binding 
globulin,  albumin,  thyroid  bind- 
ing prealbumin)  and  possibly 
poorly  characterized  competitive 
binding  inhibitors,  the  component 
of  total  T4  bound  to  protein  is 
decreased,  resulting  in  propor- 
tional decrease  in  the  total  serum 
T4  measured  by  most  commer- 
cially available  assays.1  At  the 
same  time,  as  part  of  the  normal 
response  to  severe  systemic  stress 
and/or  malnutrition,  there  is  de- 
creased conversion  of  T,  to 
metabolically  active  triiodothyron- 
ine, or  Ty  and  increased  conver- 
sion to  inactive  reverse  T,  (rT,).2 
If  only  T3  and  T4  are  determined, 
the  physiologically  euthyroid  pa- 
tient with  systemic  disease  may 
appear  hypothyroid.  This  "sick 
euthyroid"  condition  complicates 
the  evaluation  of  thyroid  function 
in  the  intensive  care  unit  and  ne- 
cessitates additional  tests. 

The  most  readily  available  tests 
to  rule  out  hypothyroidism  in  the 
sick  euthyroid  patient  are  the  free 
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thyroxine  index  (FTI)  and  the  se- 
rum thyroid  stimulating  hormone 
(TSH).  Because  the  hypothalamic 
pituitary  thyroid  axis  remains  in- 
tact, a normal  TSH  will  effectively 
rule  out  primary  hypothyroidism. 
T3  resin  uptake  (T,  RU)  is  in- 
versely proportional  to  the  num- 
ber of  T4  binding  sites  present  on 
serum  proteins.  Due  to  decreased 
production  of  carrier  proteins,  the 
T,  RU  is  frequently  increased  in 
the  sick  euthyroid  state.  The  FTI, 
which  is  product  of  the  total  T4 
and  the  T4  RU,  may  be  used  as  an 
indirect  measure  of  FT,  and  is 
usually  normal  or  even  increased 
in  the  critically  ill  patient  with 
normal  thyroid  function.  FT4  may 
also  be  measured  directly,  al- 
though commercial  assays  are  not 
widely  available  now.  In  sum- 
mary, the  typical  results  of  thy- 
roid function  testing  in  the  criti- 
cally ill  will  include  decreased 
total  T4  and  T4,  normal  TSH,  and 
normal  or  increased  FT4,  FTI  and 
T4  RU.2 

Hypothyroidism  is  the  thyroid 
disorder  most  commonly  mim- 
icked by  other  life-threatening 
disease  processes.  The  respiratory 
failure,  decreased  mental  status, 
arrhythmias,  hyponatremia,  ileus 
and  anemia  that  occur  in  severe 
hypothyroidism  are  all  common 
abnormalities  in  the  intensive  care 
unit  patient.  Because  of  this,  the 
critical  care  physician  needs  to 
approach  these  patients  with  a 
mixture  of  clinical  suspicion  and 
diagnostic  skepticism.  Fortu- 
nately, even  in  the  euthyroid  sick 
state,  a normal  serum  TSH  will 
rule  out  primary  hypothyroidism, 
and  secondary  hypothyroidism  is 
responsible  for  fewer  than  5%  of 
hypothyroid  patients.  Secondary 
hypothyroidism  occurs  most  com- 
monly as  the  result  of  a global 
pituitary  destructive  process;  thus, 


in  the  absence  of  clinical  findings 
suggesting  panhypopituitarism,  a 
normal  TSH  should  suffice  to 
rule  out  hypothyroidism.  If  sec- 
ondary hypothyroidism  is  sus- 
pected, evaluation  of  the  hy- 
pothalamic pituitary  axis  by  thy- 
roid releasing  hormone  (TRH) 
stimulation  may  be  performed.3 
A normal  increase  in  TSH  in  re- 
sponse to  TRH  stimulation  will 
rule  out  secondary  hypothyroid- 
ism in  the  absence  of  a primary 
hypothalamic  lesion.  Such  terti- 
ary hypothyroidism  is  very  rare, 
occurring  in  less  than  1%  of  hy- 
pothyroid patients.2 


Hypothyroidism  is 
the  thyroid  disorder 
most  commonly 
mimicked  by  other 
life-threatening 
disease  processes. 


If  myxedema  coma  is  strongly 
suspected  as  the  primary  disorder 
resulting  in  a life  threatening  ill- 
ness, then  immediate  therapy  with 
high  doses  (400  to  500  meg)  of 
intravenous  synthroid  (T4)  may  be 
indicated,  even  prior  to  receiving 
the  results  of  thyroid  function 
tests.  This  can  be  followed  by  a 
maintenance  dose  of  50-100  meg 
IV  daily.  Ideally,  this  form  of 
aggressive  treatment  should  be 
instituted  with  the  help  of  an 
endocrinologic  consultation.  If 
less  severe  hypothyroidism  is 
suspected  to  be  complicating 
intercurrent  critical  illness,  it  may 
be  more  appropriate  to  wait  for 
the  results  of  laboratory  testing. 
However,  it  is  probably  safe  to 
initiate  low  dose  maintenance 


therapy  with  synthroid,  at  50-100 
meg  per  day.  Since  synthroid  is 
the  relatively  inactive  "pro- 
hormone" T , misdiagnosis  and 
treatment  will  rarely  result  in 
significant  hyperthyroidism  over  a 
short  period  of  time,  since  periph- 
eral conversion  to  T4  will  be  lim- 
ited. 

Polyglandular  autoimmune  syn- 
dromes, panhypopituitarism,  and 
transient  hypothyroid-induced 
adrenal  insufficiency  may  all  re- 
sult in  adrenal  failure  in  the  pa- 
tient with  thyroid  insufficiency. 
Because  of  the  frequent  coexis- 
tence of  hypothyroidism  and  ad- 
renal failure,  consideration  should 
be  given  to  hydrocortisone  sup- 
plementation during  the  initial 
treatment  of  suspected  hypothy- 
roidism in  critically  ill  patients.  If 
this  is  begun,  it  should  be  contin- 
ued until  adrenal  insufficiency  can 
be  excluded.4 

At  the  other  extreme,  severe 
hyperthyroidism  or  thyroid  storm 
may  also  be  confused  with  other 
life-threatening  disorders.  The  de- 
lirium, tachyarrhythmias,  hy- 
perdynamic circulation  and 
hyperpyrexia  characteristic  of 
thyroid  storm  not  only  resemble 
systemic  infection  or  delirium 
tremens;  thyroid  storm  may  be 
precipitated  by  systemic  stress  in 
patients  with  less  severe  hyper- 
thyroidism. Other  events  that 
may  precipitate  thyroid  storm  in- 
clude anesthesia,  diabetic  ketoaci- 
dosis and  the  administration  of 
radiographic  contrast  agents. 

Fortunately,  in  the  critically  ill 
the  physical  findings  and  labora- 
tory diagnosis  of  severe  hyperthy- 
roidism are  somewhat  more 
straightforward  than  those  of 
hypothyroidism.  If  T,  and/or  T4 
are  elevated,  hyperthyroidism  is 
present.  Difficulty  arises  when 
normal  or  high  normal  T,  and  T4 
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levels  are  discovered  in  the  pa- 
tient who  is  suspected  of  hyper- 
thyroidism and  who  is  ill  enough 
from  an  intercurrent  disease  that 
sick  euthyroid  state  would  be 
expected.  The  question  then  re- 
mains as  to  whether  the  thyroid 
hormone  levels  are  appropriately 
low  enough  for  the  patient's  de- 
gree of  systemic  illness.  In  this 
situation,  evaluation  of  the  TSH 
response  to  TRH  is  useful  in  es- 
tablishing or  ruling  out  the  diag- 
nosis of  hyperthyroidism.  The 
normal  two-  to  six-fold  increase  in 
TSH  is  severely  blunted  in  hyper- 
thyroidism, while  it  is  usually 
maintained  in  the  sick  euthyroid 
state.  A blunted  response  to  TRH 
stimulation  is  also  seen  in  secon- 
dary hypothyroidism,3  but  clinical 
presentations  of  the  two  disorders 
are  different  enough  to  make  con- 


fusion unlikely. 

Thyroid  storm  is  a medical 
emergency  requiring  rapid  treat- 
ment, and  endocrine  consultation 
is  essential.  Initial  treatment  in- 
cludes supportive  therapy,  sup- 
pression of  thyroid  hormone  syn- 
thesis and  release  with 
thionamides  (methimazole  or  pro- 
pylthiouracil), blockage  of  cat- 
echolamine activity  with  nonspe- 
cific beta  blocking  agents  such  as 
propranolol,  and  inhibition  of  the 
peripheral  conversion  of  T,  to  T4. 
The  latter  can  be  achieved  with 
propylthiouracil,  propranolol  and 
glucocorticoids.4 

It  is  possible  that  abnormalities 
in  thyroid  function  may  play  a 
role  in  the  presentation  of  patients 
with  complicated  multi-system 
disorders.  A high  index  of  clinical 
suspicion  and  appropriate  use  of 


the  laboratory  make  it  possible  for 
the  physician  in  the  intensive  care 
unit  to  initiate  the  evaluation  of 
these  patients  and  obtain  appro- 
priate endocrinologic  consultation 
if  thyroid  function  is  abnormal.  □ 

Correspondence:  Michael  J.  Buran, 
M.D.,  Methodist  Hospital,  Critical 
Care  Department,  1701  N.  Senate 
Blvd.,  Indianapolis,  IN  46206. 
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Contemporary  Public  HeaItH  Policy  ANd 
AdMiNisTRATioN  Deqree  Proqram 

A new,  non-residential,  Master's  program  at  The  University  of 
Michigan  is  proposed  for  Fall,  .1989.  Designed  for  health  care 
professionals,  the  program  involves  one,  four-day  weekend  each 
month  over  a two  year  period,  in  Ann  Arbor.  Curriculum 
concentrates  on  health  policy  analysis  and  public  health 
administration.  It  includes  work  in  health  politics,  resource 
allocation,  epidemiology  and  biostatistics,  risk  assessment  and  risk 
management,  and  administration. 

Contact  George  Pickett,  M.D.,  M.P.H. 

Chair,  Dept,  of  Public  Health  Policy  and  Administration, 

The  University  of  Michigan, 

Ann  Arbor,  Michigan  48109-2029 
Call  (313)  764-2132. 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


■Cefaclor 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  tha  package  litarature  for  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precaution*: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrhea):  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment, 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Stevens-Johnson  syndrome! 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%; 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis,  iess  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children!. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs’  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict’s  or  Fehlmg's 

solution  and  Climtest®  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly!,  imnmli 

Additional  information  available  from  PV  2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


e 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


^ ^ National  Council  on 
^ K Patient  Information  and  Education. 

66h  Eleventh  St  N W Suite*  810 
Washington.  I)  C 20001 


It’s  called  talking.  If  your  older  patients  don’t 
ask  you  about  the  prescriptions  they’ve  been 
given,  make  it  a point  to  tell  them  what  they 
need  to  know.  Make  sure  they  know  the 
medicine’s  name,  how  and  when  to  take  it, 
precautions,  and  possible  side  effects.  En- 
courage them  to  write  down  the  information  and 
ask  you  questions  about  things  they  don’t 
understand. 

You’ll  also  want  to  take  a complete  medica- 
tions history  including  both  prescription  and 
non-prescription  medicines.  The  history  can 
alert  you  to  the  potential  for  drug  interactions 
and  help  you  simplify  their  regimen. 

Re-introduce  the  oldest  advance  in 
medicines.  Make  talking  a crucial  part  of  your 
practice.  Because  good,  clear  communication 
about  medicines  isn’t  a thing  of  the  past.  It’s  the 
way  to  a healthier  future. 


Before  they  take  it, 
talk  about  it. 


Re  -INTRODUCE 

The  Oldest 
Advance 
In  Medicines. 


ARAFATE 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chrome  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  Flowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigemcity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however  no  adequate  and  well-controlled  studies  in 
pregnant  women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 7 12-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  C’s  on  the  other.  Issued  1/87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  1987,9(4)  395-399 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY,  MO  64137 
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Caraiate  tor  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

|h\/  Jp 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy  Carafate  rebuilds  mucosal  . jr  defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  „ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


CAFAD276  Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page,  0160N8 


ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  U.S.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


//  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project./# 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


The  complete 
journal  for 
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Radiology  Clinic: 


Pulsatile  neck  mass 


James  D.  Lutz,  M.D. 

James  Bognanno,  M.D. 

Richard  Smith,  M.D. 

Henry  Jones,  M.D.,  Ph.D. 
Indianapolis 

T he  patient  is  a 44-year-old 
nonsmoker  who  presented  to  his 
local  primary  physician  because  of 
the  appearance  of  a mass  on  the 
left  side  of  the  neck  over  the  past 


few  months.  He  was  otherwise 
healthy  and  asymptomatic,  with- 
out dysphagia  or  hoarseness. 

Physical  examination  revealed  a 
pulsatile  mass  anterior  to  the  ster- 
nocleidomastoid, 3 cm  below  the 
angle  of  the  mandible.  The  re- 
mainder of  the  ears,  nose  and 
throat  examination  was  unremark- 
able. Neurological  examination 
revealed  cranial  nerves  to  be  in- 
tact. His  cardiovascular  examina- 


tion was  unremarkable  and  vital 
signs  were  normal. 

The  patient  was  referred  to  Indi- 
ana University  Medical  Center  for 
diagnostic  angiography.  Two 
images  are  presented  from  a selec- 
tive left  carotid  intrarterial  digital 
subtraction  angiogram  in  the  lat- 
eral projection.  The  first  is  an 
early  arterial  phase  and  the  sec- 
ond a later  arterial  phase. 

What  is  your  diagnosis? 


Figure  V.  Early  arterial  phase  of  a left  carotid 
injection. 


Figure  2:  Later  arterial  phase  of  left  carotid  injection. 
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Diagnosis 

Carotid  body  paraganglioma 
(chemodectoma)  is  the  diagnosis. 

Findings 

A hypervascular  mass  is  splay- 
ing the  bifurcation  of  the  internal 
and  external  carotid  arteries  and 
displacing  it  in  an  anterolateral 
direction.  There  is  an  intense 
capillary  blush  without  any  evi- 
dence of  early  draining  veins. 

Discussion 

Carotid  body  tumors  are  gener- 
ally benign,  nonsecretory  rests  of 
neural  crest  origin.  Histologically, 
these  neoplasms  may  be  classified 
as  members  of  the  Amine  Precur- 
sor Uptake  and  Decarboxylation 
(APUD)  system.  Paragangliomas 
also  occur  in  various  other  sites  in 
the  head  and  neck.  The  most 
common  of  these  include  glomus 
jugulare  and  glomus  tympanicum. 

Carotid  body  tumors  frequently 
present  in  the  fifth  decade  with  no 
sex  predominance.  There  is  evi- 
dence of  a familial  pattern  of  in- 
volvement in  30%  of  cases.  Ten 
percent  of  sporadic  cases  will  also 
exhibit  multicentric  disease,  such 
as  an  associated  contralateral 
glomus  jugulare  tumor. 

Chemodectomas  are  typically 
asymptomatic  and  present  as 
painless,  pulsatile  neck  masses 
found  incidentally  on  physical 
examination.  Occasionally  they 
may  cause  symptoms  by  local 
invasion,  tumor  bulk  compromis- 


ing the  pharyngeal  space,  or  by 
secreting  catecholamines.  Hy- 
pertensive crisis  has  been  reported 
to  occur  during  physical  examina- 
tion, angiography  and  surgery. 
Local  invasion  of  carotid  body 
tumors  rarely  causes  cranial  nerve 
deficits;  the  XII  nerve  and  the 
superior  laryngeal  nerve  are  most 
commonly  affected,  leading  to 
hoarseness,  dysphagia  or  ipsi- 
lateral  tongue  fasciculations. 
Horner's  syndrome  and  stroke  are 
rare  consequences.  Glomus  tu- 
mors are  more  likely  to  cause 
cranial  nerve  deficits  than  carotid 
body  tumors,  with  potential  in- 
volvement of  the  VIII,  IX,  X,  XI 
and  XII  nerves.  Malignant  trans- 
formation is  estimated  to  occur  in 
up  to  15%  of  carotid  paraganglio- 
mas. The  malignant  nature  of  the 
tumor  is  difficult  to  determine 
pathologically,  and  metastasis  and 
lymph  node  involvement  are  the 
only  reliable  indicators. 

Differential  diagnosis  of  a cervi- 
cal neck  mass  includes  lymphad- 
enopathy,  brachial  cleft  cysts, 
neurogenic  tumors,  aneurysms, 
bulbar  ectasia  of  the  internal  ca- 
rotid artery  (dolicocarotid  artery) 
and  metastasis.  Diagnostic  selec- 
tive intrarterial  digital  subtraction 
angiography  (IADSA)  is  the  pro- 
cedure of  choice  for  evaluating 
these  tumors.  Thin  section  CT 
through  the  temporal  bones  and 
neck  using  intravenous  contrast 
may  be  utilized  in  staging  for 
multiplicity  and  local  invasion. 


IADSA  also  provides  preoperative 
evaluation  of  the  tumors'  blood 
supply,  the  most  common  arterial 
supply  being  from  the  ascending 
pharyngeal  branch  of  the  external 
carotid  artery. 

Therapy  requires  a multidisci- 
plinary approach.  Consultation 
among  the  patient,  the  primary 
service,  the  radiologist  and  the 
surgeon  is  essential.  Carotid  body 
tumors  are  not  radiosensitive  and 
attempt  at  surgical  removal  is 
necessary  because  of  the  malig- 
nant potential  and  tendency  for 
local  invasion.  Adjunctive  em- 
bolization before  surgery  may 
allow  easier  resection  or  render  a 
previously  inoperable  lesion  oper- 
able. In  occasional  cases  emboli- 
zation alone  may  be  curative.  □ 

From  the  Department  of  Radiolog y 
at  the  Indiana  University  Medical 
Center,  Indianapolis,  lnd. 


Section  Editor:  Robert  D.  Tarver, 
M.D.,  Director  of  Chest  Imaging, 
Wishard  Memorial  Hospital,  Indian- 
apolis,  lnd. 

Suggested  readings 

1.  Lasjaunias,  PL:  Surgical  Neuroangi- 
ography, 2:127-162. 

2.  Olsen,  WL  et  al:  "MR  imaging  of 
paragangliomas."  American  Journal  of 
Neuroradiology,  7:1039-1042. 

3.  Valavanis,  A:  Preoperative  emboliza- 
tion of  the  head  and  neck."  American 
Journal  of  Neuroradiology,  7: 943-952. 
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Cancer  pain  syndromes 


Wayne  O.  Evans,  Ph.D. 
Indianapolis 

Editor's  Note:  This  is  the  second  in  a 
monthly  series  of  six  articles  about 
cancer  pain. 


!Pain  in  patients  with  cancer 
includes  75%  of  patients  whose 
pain  is  directly  related  to  the  infil- 
tration of  the  tumor,  and  25%  will 
have  pain  due  to  cancer  therapies 
and  10%  may  have  pain  from 
sources  not  directly  related  to  the 
cancer.1  This  latter  category  in- 
cludes disorders  such  as  herpetic 
neuralgias  that  are  due  to  the 
suppression  of  the  immune  sys- 
tem by  therapies.  Furthermore, 
since  cancer  is  a disease  that  in- 
creases in  likelihood  as  people 
grow  older,  the  various  pain  syn- 
dromes of  the  elderly  often  will  be 
present. 

Pain  directly  related  to  the  cancer 

Pai)i  Due  to  Bone  Involement  - 
Pain  receptors  can  be  found 
within  the  bone  itself,  in  associa- 
tion with  the  joints  and  with  the 
vascular  structures  of  bone.  Bony 
involvement  may  come  from  pri- 
mary, plasmocytomas  or  metasta- 
ses  from  primary  tumors  in  other 
areas,  particularly  from  breast, 
prostate,  lung,  kidney  or  thyroid.2 

Bone  cancer  also  may  act  by 
releasing  prostaglandins  that  sen- 
sitize pain  receptors  of  muscles, 
joints  and  tendons  that  surround 
the  area. 

rumors  directly  involve  bone  in 


both  osteolytic  and  osteoclastic 
processes.  They  also  may  act  by 
compression  of  adjacent  nerves, 
muscles  or  blood  vessels.3  Radia- 
tion often  is  palliative  in  bone 
cancer. 

Headache  is  the  common  fea- 
ture to  metastases  to  the  skull.  It 
is  usually  the  first  symptom  that 
will  present.  It  may  precede 
neurological  signs  and  symptoms 
by  weeks  or  months.  Generally,  a 
computed  tomography  (CT)  scan 
or  magnetic  resonance  imaging 
(MRI)  will  be  required  to  docu- 
ment the  tumor  infiltration  of 
skull  bone.  Jugular  foramen  syn- 
drome, sphenoid  sinus  or  clivus 
metastases  and  fracture  of  the 
odontoid  process  may  occur  to 
cause  the  pain.4  A neurological 
examination  will  be  necessary  to 
determine  the  functional  status  of 
the  cranial  nerves.  The  signs  and 
symptoms  will  vary  depending  on 
which  cranial  nerves  are  involved. 
Symptoms  may  include  dysar- 
thria, neck  and  shoulder  weak- 
ness, ptosis,  hoarseness  and 
dysphagia.  The  presence  of 
Horner's  syndrome  suggests  in- 
volvement of  the  sympathetic 
nervous  system.  If  severe  neck 
pain  and  stiffness  also  are  present, 
the  pain  may  be  the  result  of  the 
pathologic  fracture  or  subluxation 
of  the  spine  with  the  result  of 
compression  of  the  brain  stem  and 
spinal  cord.  Neck  manipulation 
in  these  patients  is  dangerous. 

Tumor  infiltration  of  the  verte- 
bral bodies  is  the  most  common 
pain  syndrome  in  cancer  patients. 
Radicular  pain  is  the  hallmark  of 
nerve  root  compression.  The  pain 


is  felt  as  deep  in  muscles  supplied 
by  the  compressed  nerve  and 
follows  the  cutaneous  distribution 
of  its  dermatome.  The  patient  is 
usually  in  the  least  pain  when  the 
nerve  is  not  being  stretched  or 
compressed. 

Funicular  pain  due  to  spinal 
cord  compression  is  more  diffuse 
and  less  sharp  than  radicular 
pain.  It  is  often  described  as  a 
cold,  unpleasant  sensation  in  the 
extremity.  The  earliest  sign  of 
spinal  cord  compression  is  tender- 
ness of  the  vertebral  body  upon 
percussion  over  the  area  of  com- 
pression.5 It  will  require  a CT 
scan,  MRI  and/or  myelogram  to 
accurately  diagnose. 

In  both  root  and  cord  compres- 
sion, pain  activities  that  increase 
intraspinal  pressure,  such  as 
coughing,  sneezing  or  straining, 
or  movements  that  stretch  the 
compressed  structure,  such  as  a 
straight  leg  raise,  will  cause  an 
exacerbation  of  the  pain. 

Pain  with  its  origins  in  the  cer- 
vical or  thoracic  spine  often  will 
be  felt  as  an  ache  radiating  into 
the  shoulders.  Radicular  pain 
may  be  experienced  in  the  arm, 
elbow  and  hand.  Pain  may  also 
be  experienced  as  an  intercostal 
neuralgia.  However,  intercostal 
pain  more  often  is  due  to  liver 
metastases.  Occasionally,  involve- 
ment of  the  thoracic  spine  will 
present  as  a referred  pain  to  the 
abdomen. 

Involvement  of  the  lumbar 
spine  due  to  spinal  cord  or  nerve 
root  compression  resembles  the 
pain  of  a disc  herniation  or  other 
pain  problems  of  nonmalignant 
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origin.  The  pain  is  often  dull  and 
exacerbated  by  lying  down 
whereas  standing  up  helps  the 
pain.  This  is  the  opposite  of  the 
usual  pain  found  with  disc  hernia- 
tion. 

Metastases  to  the  sacrum  usu- 
ally occurs  with  colonic,  genitouri- 
nary and  gynecological  cancers.  It 
is  characterized  by  dull  pain  in 
the  low  back  or  coccyx. 

The  identification  and  treatment 
of  pains  associated  with  pressure 
on  nerve  roots  or  spinal  cord,  if 
left  unattended,  may  develop  into 
a paraparesis  or  paraplegia.  In  all 
of  these  pain  syndromes,  the  pri- 
mary pain  also  may  lead  to  a 
myofascial  pain  disorder  due  to 
the  hypertonicity  of  the  skeletal 
muscles  induced  by  the  reflexive 
response  of  the  body  to  the  pain. 

Tumor  Infiltration  of  Nervous 
Tissues  - Headache  is  not  the  pre- 
dominant symptom  in  most  brain 
tumors.  When  it  does  occur,  it  is 
often  in  association  with  a tumor 
in  the  posterior  fossa  of  the 
cranium.6  Occasionally,  headache 
will  be  associated  with  meningi- 
oma, glioblastoma,  medulloblas- 
toma, craniopharyngioma  and 
hypophyseal  tumors.  Also,  tumor 
infiltration  of  the  leptomeninges 
may  present  as  a headache  with 
or  without  a stiff  neck  or  back- 
ache.7 Findings  of  the  neoplastic 
cells  in  the  cerebrospinal  fluid 
confirm  the  diagnosis. 

Constant,  burning  pain  is  the 
sign  of  tumor  infiltration  or  com- 
pression of  peripheral  nerves. 
Dysesthesia  and  sensory  loss  may 
also  be  present.  Tumor  invasion 
of  space  occupied  by  paraverte- 
bral, retroperitoneal  or  intercostal 
nerves  are  most  common.3  A CT 
scan  will  be  necessary  to  docu- 
ment the  region  of  nerve  compres- 
sion. Treatment  of  this  type  of 


pain  may  be  surgical  excision  of 
the  tumor  body  or  by  the  use  of 
tricyclic  amine  antidepressant  and 
anticonvulsant  drugs. 

Tumors  can  invade  both  the 
brachial  and  lumbosacral  plexes. 
Pain  is  generally  the  first  symp- 
tom. The  neurological  signs  are 
sensory  loss  and  motor  paresis. 
These  signs  usually  develop  much 
later  than  the  pain.  Generally,  the 
pain  is  aching,  but  in  some  cases 
of  brachial  plexopathy,  the  pain 
will  be  burning  with  painful 
paresthesias  in  the  hand  or  elbow. 
Many  patients  will  present  with 
signs  of  autonomic  nervous  sys- 
tem dysfunction.  The  CT  scan  is 
the  most  reliable  diagnostic  tech- 
nique. A myelogram  also  may  be 
useful.  Treatment  for  this  type  of 
pain  includes  the  use  of  antitumor 
modalities  that  are  specific  to  the 
type  of  tumor  that  is  invading  the 
plexus.  Unfortunately,  the  longer 
the  tumor  has  had  to  progress,  the 
less  the  chance  of  a successful 
resolution  of  the  pain. 


Postradiation  pain 
can  develop  as 
late  as  20  years 
after  irradiation. 


Lumbosacral  plexopathy  is  par- 
ticularly disappointing  since  it 
usually  suggests  advanced  dis- 
ease.3 The  use  of  analgesic  drugs, 
both  narcotic  and  nonnarcotic, 
and  anesthesiological  and  neuro- 
lytic procedures  may  be  required. 

Pain  Due  to  Involvement  of  Hollow 
or  Parenchymal  Viscus  - Infiltration 
of  a tumor  in  or  around  blood 
vessels,  lymphatics,  hollow  or 
solid  organs  can  cause  obstruc- 
tion, distention  and  ischemia,  all 


of  which  can  lead  to  pain.7  The 
pain  is  generally  poorly  localized 
and,  as  with  other  visceral  pains, 
often  is  referred  to  other  parts  of 
the  body.  The  pain  is  usually 
diffuse  and  characterized  as  ach- 
ing. The  ischemia  also  will  cause 
the  release  of  algogenic  chemicals 
such  as  kinins,  autochoids  and 
histamine.  These  chemicals  can 
sensitize  nociceptives  distant  from 
the  primary  side  of  the  lesion. 
Specific  antitumor  therapies  that 
reduce  infiltration  or  the  mass  of 
the  tumor  will  reduce  the  pain. 

Pain  due  to  cancer  therapy 

Pain  may  be  produced  immedi- 
ately after  cancer  therapy;  for 
example,  radiation  esophagitis, 
postsurgical  pain  or  inflammation 
of  mucosal  tissue  due  to  chemo- 
therapy. Pain  also  may  develop 
months  or  years  after  the  therapy. 
This  late  occurrence  of  pain  can  be 
most  distressing  in  patients  in 
whom  the  original  disease  seems 
to  have  remitted. 

Postradiation  pain  can  develop 
as  late  as  20  years  after  irradia- 
tion. Generally,  it  will  occur  only 
if  6,000  R or  more  have  been  de- 
livered to  the  patient. 

Radiation  myelopathy  is  charac- 
terized by  pain  at  the  site  of  spi- 
nal cord  damage  or  may  be  re- 
ferred to  lower  levels.3  It  is  usu- 
ally accompanied  by  contralateral 
sensory  loss  and  ipsilateral  motor 
paresis.  The  pain  may  be  man- 
aged by  the  usual  methods  for 
treatments  of  neuropathies.  Un- 
fortunately, no  specific  therapy  is 
known  for  this  condition. 

Radiation  can  induce  peripheral 
nerve  tumors.  They  are  character- 
ized by  a painful,  enlarging  mass. 
Pain  and  progressive  neurological 
deficiencies  result. 

Radiation  fibrosis  can  develop 
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in  both  the  lumbosacral  and  bra- 
chial plexes.  These  are  character- 
ized by  pain,  lymphodema,  numb- 
ness, paresthesias  and  radiation 
skin  changes.  CT  scans  can  be 
useful  in  diagnosis.  Pain  may 
progress,  leading  to  disability  and 
dysfunction  associated  with  the 
developing  sensory  and  motor 
deficits.  There  is  no  specific,  ef- 
fective therapy  for  this  condition. 

Pain  can  result  from  chemother- 
apy.8,9 The  vinca  alkaloids,  espe- 
cially vincristine,  can  cause  a toxic 
polyneuropathy.  Methotrexate, 
crisplatin,  procarbazine,  Ara  C, 
misoniadazole  and  hexameth- 
ylmelamine  have  induced  post- 
chemotherapy neuropathies.  The 
neuropathies  are  characterized  by 
painful  paresthesias  and  dysesthe- 
sias, usually  in  the  hands  and  feet. 
The  pain  is  burning  and  exacer- 
bated by  any  form  of  stimulation. 
Therapy  involves  discontinuation 
of  the  toxic  chemical  and  treat- 
ment of  the  neuropathy  with  tri- 
cyclic amine  antidepressants  and/ 
or  anticonvulsants.  The  pain  will 
usually  resolve  slowly  over  time. 

Treatment  with  corticosteroids 
can  result  in  pseudorheumatism 
upon  discontinuation.3  It  is  char- 
acterized by  diffuse  myalgias  and 
arthralgias.  Treatment  entails  re- 
institution of  the  steroids  and  a 
very  slow  withdrawal.  Aseptic 
necrosis  of  the  bone  is  another 
complication  of  steroid  therapy. 
Doses  of  10  mg  to  90  mg  of 
prednisone  per  day  for  as  little  as 
six  weeks  can  cause  this  problem. 
It  is  characterized  by  joint  pain 
exacerbated  by  movement.  Bone 
scan  or  MRI  can  confirm  the  diag- 
nosis. Symptomatic  treatment 
with  analgesics  is  required. 

Surgery  can  be  a source  of  both 
acute  and  chronic  pain  in  cancer 
patients.1  The  acute  problem  can 
be  dealt  with  by  good  postsurgical 


Radical  surgery  of  the  head  and  neck 
both  interrupts  nerves  with  a resulting 
deafferentation  pain  and  causes  muscular 
imbalance  with  accompanying  postural 
and  nerve  entrapment  syndromes. 


pain  control.10  The  chronic  prob- 
lems are  more  difficult  to  manage. 

Amputation  can  lead  to  both 
stump  and  phantom  limb  pain. 
The  stump  pain  develops  due  to 
the  formation  of  neuromas  at  the 
site  of  nerve  regrowth.  It  is  a 
burning,  dysesthetic  pain.  Diag- 
nostic nerve  blocks  with  a local 
anesthetic  followed  by  neurolytic 
procedures  can  be  useful.  Tricy- 
clic amine  antidepressants  and 
anticonvulsants  may  be  tried. 
Prosthesis  adjustment  also  should 
be  considered.  Phantom  limb 
pain  usually  develops  if  the  ex- 
tremity was  painful  before  ampu- 
tation. It  sometimes  resolves  over 
time.  It  is  a difficult  pain  to  treat. 

Radical  surgery  of  the  head  and 
neck  both  interrupts  nerves  with  a 
resulting  deafferentation  pain  and 
causes  muscular  imbalance  with 
accompanying  postural  and  nerve 
entrapment  syndromes.  Tricyclic 
amine  antidepressants  and  anti- 
convulsants are  useful  for  the 
deafferentation  pain.  Physical 
therapy,  bracing  and  trigger  point 
injections  help  the  muscular  im- 
balance. Generally,  these  patients 
also  will  benefit  from  mild  exer- 
cise programs  that  emphasize 
stretching  the  muscles.  In  this 
situation,  as  with  any  pain  prob- 
lem, a myofascial  pain  syndrome 
may  develop  unless  the  original 
pain  is  treated  effectively. 

Postmastectomy  pain  results 


from  the  interruption  of  the  inter- 
costobrachial  nerve.  It  is  character- 
ized by  pain  in  the  posterior  arm, 
axilla  and  anterior  chest  wall.  The 
pain  is  a burning  dysesthesia  with 
a sense  of  constriction.  Immobili- 
zation eases  the  pain.  Its  treatment 
is  the  same  as  for  any  radical  sur- 
gical pain. 

Postthoracotomy  pain  results 
from  the  damage  to  the  intercostal 
nerves.  It  is  treated  as  other  post- 
surgical  pain.  Intercostal  or  tho- 
racic nerve  blocks  may  be  useful. 
Reccurrence  of  the  tumor  must  be 
considered  with  this  type  of  pain. 

There  are  assorted  pain  syn- 
dromes that  are  neither  directly 
related  to  the  cancer  nor  to  the 
cancer  therapy,  but  are  more  likely 
to  occur  in  patients  with  cancer. 
These  include  hypercoagulopathies 
such  as  embolism,  thrombosis, 
thrombophlebitis  and  hematoma, 
pain  due  to  lack  of  exercise,  decu- 
biti  from  prolonged  periods  in  bed, 
pain  associated  with  herpetic  infec- 
tion and  others.  Pain  from  these 
sources  should  be  taken  seriously 
and  appropriate  treatment  pro- 
grams developed  for  them.  □ 
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■drug  names 

Look-alike  and  sound-alike  drug  names 


Category: 
Brand  name: 
Generic  name: 
Dosage  forms: 


TQRNALATE 

Bronchodilator 
Tornalate,  Winthrop 
Bitolterol  Mesylate 
Aerosol 


TOLNAFTATE 

Antifungal 
Tinactin,  Schering 
Tolnaftate 


Cream,  powder,  aerosol 
powder,  aerosol  liquid, 
solution 


Category: 
Brand  name: 
Generic  name: 
Dosage  forms: 


SLOW-K 

Potassium  supplements 
Slow-K,  CIBA 
Potassium  chloride 
Tablets 


SLOW  FE 

Iron  product 

Slow  FE,  CIBA  Consumer 
Ferrous  sulfate 
Tablets  J 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

Look-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions.  Such 
misunderstandings  can  result  in 
the  administration  of  a drug  not 
intended  by  the  prescriber. 
Awareness  of  such  look-alike  and 
sound-alike  drug  names  can  re- 
duce potential  errors.  □ 
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Decision  to  withhold 
or  withdraw  support 


Roland  B.  McGrath,  M.D. 
Indianapolis 

Iatient,  family  and  physician 
decisions  to  withhold  and/or 
withdraw  therapies  have  become 
increasingly  common.  General 
discussions  of  this  matter  are  bur- 
dened with  multiple  obstacles 
such  as  vague  terminologies,  emo- 
tionally charged  ethical  issues, 
identification  of  decision  makers, 
assurance  of  informed  consent 
and  patient  autonomy,  establish- 
ment of  competency,  substituted 
judgment,  labile  legal  precedents, 
the  separation  of  ethical/moral 
issues  from  medical  questions  and 
the  clinical  uncertainties  of  hope- 
lessness. This  paper  outlines 
many  of  these  issues. 

Terminology 

A vocabulary  has  evolved  to 
complement  discussions  regarding 
decisions  about  appropriate  levels 
of  care.  Patient  status  - death, 
brain  death,  persistent  vegetative 
state  and  terminally  ill-  cannot  be 
easily  defined.  Clinical  (medical) 
and  societal  (legal)  descriptions  of 
death  can  be  disparate.  Most  pre- 
cedents for  choices  to  withhold  or 
withdraw  therapy  insist  on  the 
patient  being  “terminally  ill." 

What  constitutes  a terminal  ill- 
ness? Is  it  malignancy  (some  are 
curable  and  others  are  compatible 
with  significant  longevity)?  Or  is 
it  anticipated  death  (hours,  days, 
weeks,  months)? 

Once,  the  terms  ordinary  and 
extraordinary  treatment  modali- 
ties were  discussed.  Quickly  it 
became  obvious  that  something  as 
ordinary  as  a peripheral  venous 
access  for  administering  pharma- 


ceuticals or  hydration  and  nutri- 
tion might  be  extraordinary  and 
therefore  unreasonable  for  se- 
lected patients. 

Euthanasia,  an  unaesthetic  term 
with  emphasis  on  the  differences 
of  active  and  passive  processes, 
received  attention.  Most  physi- 
cians would  now  concede  that 
there  are  few  ethical  differences 
between  passively  withholding 
and  actively  withdrawing  thera- 
pies if  decisions  have  been  made 
properly.  That  is,  if  the  patient 
has  had  the  choice  to  express  self- 
determination  and/or  his  interests 
have  been  protected  by  substi- 
tuted judgment,  passively  or  ac- 
tively limiting  the  extent  of  care 
may  be  acceptable. 

Additional  issues 

Certainly,  ethics  and  science 
have  recurrent  conflict.  Discus- 
sions regarding  genetic  engineer- 
ing and  abortion  are  emotion 
packed  and  probably  will  not  be 
resol ved  soon. 

Ethicists  will  continue  to  debate 
who  should  make  decisions  about 
levels  of  medical  care.  This  issue 
will  be  addressed  in  the  following 
description  of  legal  precedents 
and  models  for  such  decisions. 

Informed  consent  is  of  arguable 
value  because  of  perceptions,  pre- 
occupation and  denial  but  does 
have  considerable  legal  mandate. 
Competency  is  moderately  well 
defined  and  must  be  considered. 
The  autonomy  of  a competent 
patient  must  be  respected  and  is 
emphasized  in  all  statements  re- 
garding decisions  to  limit  care. 

The  living  will  or  state  legislated 
natural  death  acts  are  expressions 
of  self-determination.  Substituted 
judgment  has  multiple  precedents 


and  is  a fundamental  component 
of  provision  of  court  appointed 
guardians  and  some  decisions  by 
proxy. 

Finally,  the  quantitation  of  mor- 
bidity and  mortality  in  selected 
disorders  is  not  absolute.  Known 
outcomes  with  and  without  inter- 
vention assumes  a diagnosis,  but 
labeling  clinical  illnesses  is  not 
always  possible.  The  many  clini- 
cal uncertainties  make  it  difficult 
and  burdensome  to  clearly  iden- 
tify hopeless  situations,  thus 
avoiding  unnecessary  therapies. 

Legal  precedents 

What  are  the  legal  precedents 
for  decisions  to  withhold  and/or 
withdraw  therapies?  What  is  the 
proper  role  of  the  court  and  the 
parties  involved? 

Of  course,  there  are  multiple 
court  decisions.  None,  however, 
have  been  made  in  Indiana. 

Karen  Quinlan  was  a 22-year- 
old  woman  who  was  unrespon- 
sive and  apparently  ventilator 
dependent  following  alleged  sub- 
stance ingestion  in  1975.  Quin- 
lan's parents  objected  to  the  con- 
tinuation of  ventilatory  support  in 
a setting  where  the  hope  for 
meaningful  existence  with  re- 
sponse to  the  environment  was 
unlikely.  Their  request  to  discon- 
tinue support  was  in  conflict  with 
the  primary  physician's  prepared- 
ness to  cooperate.  The  New  Jer- 
sey Supreme  Court  made  these 
implications  in  its  1976  decision: 

I ) an  ethics  committee  might 
provide  a safeguard  in  decisions 
to  limit  care;  2)  the  incurable  pa- 
tient has  a right  to  die;  3)  the  co- 
matose or  incompetent  subject 
retains  that  right  to  die;  and  4)  the 
withdrawal  of  therapy  is  not  nec- 
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essarily  equivalent  to  homicide. 

Karen  Quinlan  was  removed 
from  the  ventilator  and  died  in 
1985. 

Joseph  Saikewics  was  a men- 
tally retarded  67-year-old  who 
was  institutionalized  and  found  to 
have  acute  myelomonocytic  leuke- 
mia. The  physician  and  the  insti- 
tution didn't  agree  on  whether  to 
start  chemotherapy.  The  Massa- 
chusetts Supreme  Court  in  1977 
suggested  that  substituted  judg- 
ments (decisions  on  behalf  of  pa- 
tients) were  the  responsibility  of 
the  court.  Terror  swept  the  New 
England  medical  community. 

Shirley  Dinnerstein  was  a 67- 
year-old  with  Alzheimer's  demen- 
tia, coronary  artery  disease, 
hypertension  and  cerebrovascular 
disease.  When  hospitalized,  her 
children  and  her  physician  agreed 
that  resuscitation  would  not  be 
proper.  The  hospital  administra- 
tion, however,  was  not  comfort- 
able with  the  no  code  alternative. 
A Massachusetts  appellate  court 
in  1978  emphasized  that  such 
decisions  were  peculiarly  within 
the  competence  of  the  medical 
profession.  The  Saikewics'  deci- 
sion had  been  attenuated. 

Role  of  the  court 

The  courts  may  be  asked  to 
participate  in  situations  with  in- 
sufficient legal,  social  and  medical 
guidance,  to  resolve  conflicts,  to 
confirm  legal  mandates  and  to 
protect  other  legitimate  interests 
(dependents,  state,  etc.). 

Other  postures 

The  Swiss  Academy  of  Medical 
Science  (1976)  and  the  Canadian 
Law  Reform  Report  (1983)  insist 
the  final  responsibility  belongs  to 
the  physician.  In  a lengthy  report, 
the  president's  Commission  for 
the  Study  of  Ethical  Problems  in 


Medicine  and  Biomedical  and 
Behavorial  Research  (1983)  fails  to 
identify  responsibility.  The 
American  Medical  Association's 
Council  on  Ethical  and  Judicial 
Affairs  (1986)  states  that  the  phy- 
sician's social  commitment  is  to 
sustain  life  and  relieve  suffering, 
and  even  if  death  is  not  imminent, 
it  is  not  unethical  to  withdraw 
therapy. 


Of  course,  there 
are  multiple  court 
decisions.  None, 
however,  have  been 
made  in  Indiana. 


The  Joint  Commission 

The  joint  Commission  Accredita- 
tion Manual  for  Hospitals  (1988) 
mandates  a "hospital-wide  policy 
on  the  withholding  of  resuscita- 
tion services  from  patients."  Such 
a policy,  they  insist,  must  include: 
a)  the  mechanism  for  reaching 
decisions,  b)  mechanisms  for  re- 
solving conflicts,  c)  roles  of  vari- 
ous players  in  the  decision-mak- 
ing process,  d)  provision  for  as- 
suring respect  for  patient's  rights, 
and  e)  documentation  of  the  deci- 
sion in  the  orders  and  medical 
record. 

Can  and  should  everyone  be 
included  in  the  decision  process? 
Should  signed  informed  consent 
be  a component  of  affecting  these 
decisions?  Are  ethics  committees 
to  be  organized  to  deal  with  con- 
flicts? 

Wishard  policy 

Wishard  Memorial  Hospital,  at 
the  Indiana  University  Medical 


Center,  has  had  a no  code  order 
policy  since  November  1980.  A 
group  with  broad  representation 
wrote  this  policy  after  considering 
the  many  issues  in  the  preceding 
discussion.  Most  of  the  dialogue 
centered  on  the  issue  of  decision 
makers  and  who,  if  anyone, 
should  be  obligated  to  be  a par- 
ticipant. The  group  believed  these 
were  medical  decisions  to  be 
made  by  physicians.  Mandatory 
consultations  with  other  physi- 
cians, family,  clergy,  administra- 
tors and  legal  counsel  were  be- 
lieved to  make  such  a policy  un- 
workable. 

The  policy  simply  states:  1) 
whether  it  is  proper  to  initiate 
resuscitation  procedures  for  a 
specific  patient  is  properly  a 
medical  decision;  2)  when  in  the 
judgment  of  the  attending  faculty 
physician,  it  is  not  appropriate  to 
initiate  such  procedures,  this  opin- 
ion will  be  expressed  as  an  order 
in  the  orders  section  of  the  medi- 
cal records;  and  3)  the  attending 
faculty  physician  may,  in  his  or 
her  discretion,  accompany  the 
order  with  an  explanatory  note  or 
a consultation  note. 

An  addendum  in  1984  clarified 
cardiopulmonary  resuscitation:  1) 
specific  emergent  resuscitation 
procedures  include  intubation, 
positive  pressure  ventilation,  chest 
compression,  administration  of 
vasopressor  drugs,  cardioversion 
and  defibrillation;  2)  the  order  to 
not  resuscitate  a patient  must 
specify  which  of  these  emergency 
procedures  is/are  not  appropriate; 
and  3)  in  the  case  that  all  of  the 
emergent  procedures  are  deemed 
inappropriate,  the  order  should 
read:  "No  emergent  resuscitation 
procedures  indicated." 

Now  each  of  us  must  agonize 
over  the  most  recent  issues  inter- 
jected by  the  Joint  Commission. 
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Editorial 

One  observation  must  be  made, 
however.  Often,  so  much  empha- 
sis is  placed  on  self-determination, 
patient's  rights  and  autonomy  that 
the  physician  fails  to  first  define 
treatment  alternatives.  It  is  the 
clinical  manager  who  must  formu- 
late opinions  regarding  diagnosis, 
make  projections  about  progress 
with  and  without  various  inter- 
ventions and  provide  recommen- 
dations to  the  patient  and/or  his 
proxy.  Often,  there  is  a percep- 
tion that  the  patient  and  family 
must  decide  about  the  appropria- 
tions of  intubation,  mechanical 
ventilation,  chest  compression, 
chemotherapy,  irradiation,  sur- 
gery, dialysis,  etc.  No!  The  phy- 
sician should  define  reasonable 
alternatives,  make  specific  recom- 
mendations and  ask  for  patient/ 
proxy  consent. 

Summary 

This  decision-making  process  is 
inherently  uncomfortable.  The 
recognition  and  open  discussions 
of  the  issues  are  relatively  new. 
There  is  legal  and  practice  prece- 
dent for  withholding  and  with- 
drawing therapies  and  support. 
Institutions  must  now  abide  by 
Joint  Commission  guidelines 
while  individual  physicians  are 


permitted  to  practice  within  their 
own  conscience.  Patients'  best 
interests  must  be  served,  but  it 
should  be  accepted  that  permit- 
ting the  dying  process  to  evolve 
while  attending  to  comfort  is  not 
only  an  acceptable  but  desirable 
strategy.  Finally,  physicians  must 
play  an  active  and  pivotal  role  as 
the  facilitators  of  proper  care.  The 
details  of  proper  medical  care 
should  be  physician  prescribed.  □ 

Correspondence:  Roland  B. 
McGrath,  M.D.,  Associate  Professor 
of  Medicine,  Director  of  Medicine 
Intensive  Care  Units  and  Emergency 
Medical  Services,  Wishard  Memorial 
Hospital,  Re genstrief  Health  Center, 
Room  608,  1001  W.  10th  St.,  Indian- 
apolis, IN  46202. 
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Take  Tvo. 

One  for  the  Front  Office.  One  for  the  Back. 
And  Call  Us  in  the  Morning.  1-800-444-6244. 


(Treatment  of  Choice  for  Office  Information  Management  Migraines.) 


INDICATIONS  AND  USAGE:  Medical  Accounts  Croup.  Inc 
is  indicated  for  the  relief  of  Office  Information  Management 
Migraines.  It  has  been  demonstrated  that  our  services  and 
products  provide  greater  benefits  than  conventional  office 
management  methods. 

Patients  using  this  treatment  should  receive  the  following 
information  and  instructions  concerning: 

1.  Accounts  Receivable  Management 

• our  full  service  bureau  billing  includes  account 
administration  and  patient  inquiry  management. 

• our  MACS  (Medical  Accounting  Control  Software)  on 
a turnkey  computer  system  includes  hardware,  installation, 
documentation,  training  and  support. 

2.  Patient  Charting  Management 

• our  SmartChart®  Medical  Charting  Software  supports 
history  and  physicals,  daily  notes,  discharge  summaries, 
prescriptions,  hospital  orders,  and  insurance  summaries 
with  home-to-office-to-hospital  portability.  Medical 
reference  data  bases  are  also  available. 

3.  Office  Accounting  Management 

• includes  our  MACSwriter  Report  Writer,  Uniplex  Word 
Processing,  and  RealWorld  accounts  payable,  payroll, 
inventory,  general  ledger,  and  spreadsheet  software. 


4.  Software  Support  and  Management 

• our  MACS  and  SmartChart  software  are  company-owned 
and  maintained  in-house  by  our  expert  programming 
staff.  Support  is  available  for  all  other  software  products. 

5.  Supplies  and  Forms  Management 

• our  data  processing  supplies  and  forms  are  available 
with  volume  discounts  intact. 


CONTRAINDICATIONS:  None.  Clinically  tested.  Proven 
dependable. 

PRECAUTIONS:  None.  The  first  medication  proved  safe  and 
effective  for  Office  Information  Management  Migraines  for 
all  patients  regardless  of  age,  sex,  or  underlying  conditions. 

DOSAGE  AND  ADMINISTRATION:  Each  tablet  contains 
the  maximum  strength  permitted  by  law.  Administer  only 
after  consultation  with  a Medical  Accounts  Group,  Inc. 
authorized  representative. 

HOW  SUPPLIED:  By  people  with  a caring  attitude,  a high 
level  of  professional  expertise  and  a strong  long-term 
commitment  to  client  service,  training  and  support. 


IN  (317)  923-3046  - USA  (800)  444-6244  - FAX  (317)  921-3332 


Multiple  prescription  rule 
affects  Schedule  II  drugs 


Adele  Lash 

ISMA  Public  Relations  Director 


Editor's  Note:  Legislation  to  repeal 
the  triplicate  prescription  rule  has 
been  introduced  in  the  1989  Indiana 
General  Assembly.  However,  no  ac- 
tion had  been  taken  on  the  bills  at  the 
time  of  this  writing. 

As  the  implementation  date 
draws  closer  for  the  state’s  new 
multiple  copy  prescription  rule, 
the  Health  Professions  Bureau 
(HPB),  is  receiving  a number  of 
inquiries  from  doctors. 

Program  director  Jon  Myers  said 
the  most  commonly  asked  ques- 
tion is,  "Which  drugs  are  Sched- 
ule II  controlled  substances?" 
Approximately  two-thirds  of  the 
calls  his  office  has  received  have 
been  from  physicians  seeking  a 
list  of  Schedule  II  drugs,  Myers 
said.  Other  concerns  include 
whether  physicians  will  be 
charged  for  the  forms,  when  they 
will  be  available  and  how  the 
program  will  be  administered. 
Myers  pointed  out  that  the  pre- 
scription forms  are  free. 

Physicians  who  hold  an  Indiana 
Controlled  Substance  Registration 
(CSR)  can  expect  to  receive  an 
order  form  for  triplicate  ("trips") 
prescription  blanks  this  month  in 
preparation  for  the  July  1 start-up 
of  the  program.  He  said  doctors 
who  practice  in  more  than  one 
location  will  not  need  to  order 
pads  bearing  the  address  of  each 
location.  They  should  order  pads 
imprinted  with  the  address  of 
their  principal  office. 

Perhaps  the  major  concern  for 
the  HPB  is  that  3%  of  the  mailings 


sent  to  doctors  in  mid -December 
to  explain  the  program  were  re- 
turned marked  "undeliverable." 

He  indicated  that  physicians 
who  do  not  have  current  ad- 
dresses on  file  with  the  agency 
will  not  receive  information  on 
the  multiple  copy  prescription 
program. 

Myers  suggested  practitioners 
review  their  Controlled  Sub- 
stances Registrations  to  make 
certain  they  have  been  granted 
authorization  for  all  substances 
they  wish  to  prescribe.  "...We 
have  noticed  that  some  practitio- 
ners do  not  realize  there  is  a dif- 
ference between  Schedule  II  and 
Schedule  II-N  authorizations  on 
the  Controlled  Substance  Registra- 
tion," Myers  said.  Schedule  II-N 
controlled  substances  are  narcot- 
ics. The  Controlled  Substance 
Registration  indicates  whether  the 
physician  may  prescribe  Schedule 
II-N  controlled  substances. 

The  triplicate  prescription  pro- 
gram will  operate  in  this  manner: 

Physicians  who  have  a current 
Indiana  license,  a Drug  Enforce- 
ment Administration  (DEA)  regis- 
tration and  an  Indiana  Controlled 
Substances  Registration  will  re- 
ceive an  application  form  this 
month.  Physicians  should  com- 
plete and  return  the  form  to  the 
HPB.  Once  the  HPB  receives  the 
application  form,  prescription 
blanks  will  be  printed  with  the 
practitioner's  name,  address  and 
DEA  number  on  each  blank.  The 
HPB  will  account  for  the  blank 
pads  by  including  a serial  number 
on  each. 

Once  the  program  goes  into 
effect  July  1,  doctors  will  be  re- 
quired to  use  the  multiple  copy 
prescription  blanks  each  time  they 


write  a prescription  for  a 
Schedule  II  controlled  substance. 
The  prescription  blanks  will  con- 
sist of  three  copies.  After  the 
doctor  issues  the  prescription,  the 
patient  takes  the  first  two  copies 
to  the  pharmacy.  The  physician 
retains  the  third  copy.  When  the 
prescription  has  been  filled,  the 
pharmacist  is  required  to  send  the 
second  copy  to  the  HPB. 

Direct  dispensing 

When  a physician  administers 
or  dispenses  a Schedule  II  drug 
directly  to  the  patient,  the  doctor 
must  check  the  appropriate  box 
on  the  prescription,  sign  the  com- 
pleted form  in  the  "Dispense  as 
Written"  signature  block  and  mail 
the  first  two  copies  of  the  pre- 
scription form  to  the  HPB.  Cop- 
ies must  be  sent  by  the  15th  day 
of  the  month  after  the  patient 
received  the  drug.  Small  amounts 
of  Schedule  II  drugs  administered 
or  dispensed  for  minor  office  pro- 
cedures may  be  reported  on  the 
Indiana  Schedule  II  Office  Use 
Report  form,  which  is  available 
from  the  HPB.  Physicians  should 
maintain  a list  of  patients  to 
whom  a Schedule  II  controlled 
substance  was  dispensed  or  ad- 
ministered. The  complete  list, 
along  with  copy  one  and  two  of 
the  prescription  form,  should  be 
sent  to  the  HPB  each  month. 

Emergencies 

Physicians  will  not  be  required 
to  use  a multiple  copy  prescrip- 
tion in  three  emergency  situ- 
ations: 1)  when  immediate  ad- 
ministration of  a Schedule  II  con- 
trolled substance  is  necessary  for 
the  proper  treatment  of  the  pa- 
tient; 2)  when  no  appropriate  al- 
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ternative  treatment  is  available, 
including  the  administration  of  a 
drug  that  is  not  a Schedule  II  con- 
trolled substance;  and  3)  when  it 
is  impossible  for  the  prescriber  to 
provide  a written  prescription  on 
the  “trips"  form  to  a pharmacist 
before  dispensing. 

In  emergency  situations,  physi- 
cians may  issue  an  oral  prescrip- 
tion or  a written  prescription  on  a 
form  other  than  the  "trips"  form. 
The  current  practice  of  requiring  a 
prescription  to  be  written  within 
72  hours  of  a verbal  emergency 
order  remains  the  same  under  the 
new  program.  Physicians  should 
note  the  date  of  the  emergency 
prescription  and  the  words  "Au- 
thorization for  Emergency  Dis- 


pensing" on  the  follow-up  mul- 
tiple copy  prescription. 

Exemptions 

Prescribers  aren't  required  to 
use  a multiple  copy  prescription 
form  for:  1)  drug  orders  written 
for  hospital  inpatients;  2)  Schedule 
II  drugs  from  the  hospital  phar- 
macy to  be  administered,  dis- 
pensed or  ordered  for  a patient 
enrolled  in  a hospital-based  pro- 
gram; or  3)  inpatients  in  a nursing 
home. 

All  of  the  information  will  be 
maintained  by  the  HPB  on  com- 
puter. Patient  information  will  be 
destroyed  one  year  after  prescrip- 
tions have  been  filled.  Informa- 
tion on  physicians'  Schedule  II 


drug  prescribing  practices  will  be 
kept  on  file  for  two  years.  Phar- 
macy information  will  remain  five 
years,  according  to  Indiana  stat- 
ute, Myers  said. 

Information  in  the  files  may  be 
reviewed  only  by  members  of  the 
licensing  boards  of  the  health  pro- 
fessions, but  Myers  said  no  deter- 
mination has  been  made  about 
how  often  the  information  will  be 
reviewed.  "Possibly  monthly  or 
bi-monthly,"  he  said.  Myers  said 
the  Indiana  State  Police  will  be 
able  to  review  the  information 
filed  on  practitioners  who  are  sub- 
ject to  an  ongoing  investigation. 

Physicians  who  have  questions 
about  the  new  program  may  call 
Myers  at  (317)  232-2960.  □ 


Schedule  II  controlled  substances 

This  list  is  comprised  of  representative  names  of  commonly  prescribed  Schedule  II  controlled  substances  that  require  the  use  of 
the  Indiana  Multiple  Copy  Prescription  Blank.  This  rule  is  scheduled  to  take  effect  July  1,  1989.  Source:  Health  Professions 
Bureau. 


D-Amphetamine 

Dextroamphetamine 
sulfate 
Dexampex 
Dexedrine 
Delcobese 
Ferndex 
Oxydess  II 
Dexedrine  Spansules 
Spancap  No.  1 
Racemic  Amphetamine 
Amphetamine  sulfate 
Methamphetamine 
Desoxyn 

Desoxyn  Gradumets 
Methampex 

Methylphenidate 

Ritalin 

Amphetamine  Complex 

Biphetamine  12  1/2 
Biphetamine  25 

Amphetamine  Mixtures 

Obetrol 

Phenmetrazine 

Preludin 
Preludin  S.R.T. 


Opium 

Pantopon 
Opium  tincture 
Morphine 

Morphine  sulfate 
Astromorph  PF 
Duramorph 
MSIR 
MS  Contin 
Roxanol 
Roxanol  SR 
RMS 

Levorphanol 

Levo-Dromoran 

Hydromorphone 

Hydromorphone  HC1 
Dilaudid 
Oxymorphone 
Numorphan 
Methadone 

Dolophine  HC1 
Methadone  HC1 
Meperidine 

Meperidine  HC1 

Demerol 

Pethadol 


Fentanyl 

Fentanyl 

Sublimaze 

Sufentanil 

Sufenta 

Alfanil 

Alfenta 

Codeine 

Codeine  sulfate 
Codeine  phosphate 
Oxycodone 
Roxicodone 
Combinations 

B & O Supprettes 
Opium  & Belladonna 
suppositories 
Oxycodone  & 
Acetaminophen 
Oxycet 
Percocet 
Roxicet 
Tylox 

Oxycodone 

Codoxy 

Percodan 

Roxiprin 


Demerol  APAP 
Merpergan  Fortis 
Amobarbital 

Amytal  Sodium  Pulvules 
Amobarbital  sodium 
Amytal 
Secobarbital 
Seconal 

Secobarbital  sodium 
Pentobarbital 

Pentobarbital  sodium 
Nembutal  sodium 
Nembutal  elixir 
Oral  Combinations 
Tuinal  Pulvules 
Tri-Barbs 
S.B.P. 

General  Anesthetics 
Innovar 

Atropine  & Demerol 
Morphine  & Atropine 
sulfate 

Cocaine 

Dronabinol 

Marinol 

Nabilone 

Cesamet 
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Health  care  insurance  cost 
increases  to  continue 


Gregory  Wright,  CFP 
Indianapolis 

I~3!orror  stories  occur  regularly 
in  the  health  insurance  market- 
place. Insurance  companies  con- 
tinue to  pull  out  of  the  business  or 
simply  refuse  to  renew  some  poli- 
cies. This  leaves  some  employer 
groups  and  individuals  without 
coverage.  Sometimes  they  cannot 
obtain  private  plan  coverage  else- 
where. 

Premiums  increased  an  average 
of  15%  in  1987  and  20%  in  1988. 
They  are  expected  to  go  up  even 
more  in  1989. 

This  does  not  tell  the  whole 
story,  however.  Smaller  groups 
experienced  double  or  triple  those 
increases  - 30%  to  60%  increases 
last  year  alone.  Many  employers 
have  been  forced  to  reduce  bene- 
fits. 

For  example,  the  average  rate 
for  an  employee  without  depend- 
ents was  $77  per  month  in  1987, 
compared  to  $88  for  1988.  The 
rate  for  1989  is  expected  to  go  up 
to  $107. 

This  has  occurred  even  though 
benefits  have  been  reduced  by 
many  plans:  deductibles  in- 
creased, coinsurance  maximums 
increased,  cost  containment  meas- 
ures were  introduced,  and,  in 
some  cases,  dental  and  vision  care 
benefits  have  been  dropped. 

Further,  employees  generally 
were  required  to  shoulder  part  of 
this  increase,  as  national  statistics 
demonstrate  that  employees  pay 
an  increasingly  higher  percentage 
of  their  total  health  insurance 
costs.  Table  7 is  a summary  of 
average  health  plan  costs. 

In  spite  of  these  increases,  an 


Gregory  Wright 

increasing  number  of  insurance 
companies  have  pulled  out  of  the 
health  care  market.  Costs  have 
increased  faster  than  their  ability 
to  increase  prices.  It  was  simply 
easier  to  leave  the  business  than 
contend  with  the  claims  experi- 
ence of  certain  blocks  of  business. 

For  example,  during  1988  alone, 
several  insurance  companies 
pulled  out  of  medical  insurance 
markets.  The  following  is  a par- 
tial list:  Massachusetts  Mutual 
(under  15  employees),  North- 
brook, Ohio  National,  Kemper, 
Time  (more  than  75  employees), 
MedLife,  Union  Central,  American 
General  (new  two  to  49  employ- 
ees), Provident  Mutual,  Mutual 
Security  Life. 

Also,  many  insurance  compa- 
nies have  lost  money  on  their 
group  health  insurance.  The  1988 
Argus  Health  Chart,  published  by 


the  National  Underwriter  Co., 
provides  an  insight  into  this  situ- 
ation. The  latest  published  results 
show  that  most  health  insurance 
companies  paid  out  more  in 
claims  and  claims-related  ex- 
penses than  they  received  in  in- 
surance premiums  (net  of  divi- 
dends). Generally,  the  ratio 
should  be  below  .80  in  order  to 
provide  the  company  with  favor- 
able cash  flow  and  profits.  This 
ratio  is  shown  for  selected  insur- 
ance companies  in  Table  2. 

Also,  this  same  Argus  report 
lists  a few  insurance  companies 
that  had  a loss  ratio  for  the  same 
period  of  less  than  100  (although 
not  as  low  as  the  desired  80%). 
These  include  Aetna,  Bankers 
United  Life  Assurance,  Lafayette 
Life  and  John  Alden  Life. 

However,  the  rate  of  health 
insurance  profitability  may  not  be 
on  the  mend.  According  to 
Hewitt  Associates,  an  interna- 
tional benefits  consulting  firm, 
health  care  costs  will  increase  22% 
during  1989  due  to  several  factors. 

Physicians  and  hospitals  are 
expected  to  be  charging  more  for 
the  same  services.  The  govern- 
ment's cutback  in  Medicare  and 
some  private  managed-care  plans 
will  result  in  more  physicians  and 
hospitals  shifting  charges  to  tradi- 
tional private  plans. 

Outpatient  services  sometimes 
charge  more  than  hospitals.  This 
utilization  change  reduces  hospi- 
tals' profits,  which  they  attempt  to 
shift,  and  sometimes  costs  more 
than  hospital  care.  Technology 
improvements  cost  more.  Cata- 
strophic cases,  such  as  AIDS  and 
transplants,  increase  costs.  Mal- 
practice insurance  rates  continue 
to  rise. 
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If  these  projected  increases  esti- 
mated by  Hewitt  are  related  to  the 
cost  of  a single  employee's  medi- 
cal insurance  cost,  1988's  average 
cost  of  $88  per  month  will  in- 
crease to  over  $107.  The  reasons 
for  this  $19  per  month  increase  is 
illustrated  in  Table  3. 

The  solution  to  the  rising  health 
care  insurance  situation  will  differ 
from  employer  to  employer. 

Some  will  further  reduce  benefits, 
pass  increases  to  employees,  find 
the  absolute  lowest  cost  plan  and 
muddle  through.  Some  will  wait 
for  a government  policy  change  or 
this  cost  cycle  to  run  its  course. 
Others,  if  they  are  fortunate 
enough  to  have  a generally 
healthy  group,  will  choose  some 
form  of  partial  self  insurance. 
(More  information  about  self  in- 
surance will  be  provided  in  an- 
other column). 

However,  because  of  the  shrink- 
ing number  of  health  insurance 
companies  and  the  large  number 
of  companies  in  financial  diffi- 
culty, I believe  it  is  time  to  seek  a 
quality  carrier.  It  isn't  fun  to  find 
out  your  health  insurance  plan 
has  been  cancelled.  Usually  you 
aren't  given  enough  time  to  find 
another  carrier.  Also,  your  new 
carrier  might  place  you  in  the 
same  situation  a few  months  later. 
Seek  quality  in  what  appears  to  be 
an  unpredictable  environment.  □ 


Gregory  Wright,  CFP,  is  vice  presi- 
dent of  the  executive  and  employee 
benefits  divisions  of  the  Conner  Insur- 
ance Agency,  Inc.  Offices  are  located 
in  Indianapolis,  Kokomo,  Bloomington, 
and  Fort  Wayne,  Ind. 


Employee  only 
Family 


Table  1 

Monthly  Costs 

1987  1988 

$77  $88 

$201  $225 


1989(estimate) 


$107 

$275 


Table  2‘ 


Company 

Loss  Ratio 

American  Community  Mutual 

111% 

American  United  Life 

1 1 8% 

Blue  Cross  Blue  Shield  (Indiana) 

106% 

Equitable  Life  Assurance 

152% 

Golden  Rule 

1 1 3% 

Lincoln  National  Health  Care 

115% 

Mass  Mutual 

111% 

Time  Insurance 

102% 

* This  information  is  for  1987.  the  list  is  partial,  these  companies  may  have 


improved  their  loss  ratios  since  then,  the  Blue  Cross  ratio  is  not  directly 
comparable,  and  the  author  is  not  suggesting  that  this  infromation,  by 
itself,  is  sufficient  to  avoid  doing  business  with  them. 


Table  3 


Cost  for 


Increase  Cause 

Single  Emplo 

1988  Average  Cost 

$88.00 

Medical  inflation 

$6.23 

Cost  shifting  from  government 

$5.60 

Utilization  changes 

$3.10 

Technology 

$2.13 

Catastrophic  cases 

$1.67 

Malpractice  insurance  cost 

$.27 

Total  added  costs 

$19.00 

1989  Cost  Estimate 

$107.00 
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■cancer  corner 


William  M.  Dugan  Jr.,  M.D. 
Indianapolis 

The  Association  of  Community 
Cancer  Centers  (ACCC):  is  an 

organization  consisting  of  hospital 
cancer  programs,  freestanding 
cancer  centers,  HMO's  and  group 
practices.  All  of  these  institutions 
have  the  same  thing  in  common, 
and  that  is  the  interest  in  the  can- 
cer patient  and  the  development 
of  programs  to  meet  the  full  spec- 
trum of  needs  of  cancer  patients 
and  their  families.  Some  members 
are  small  community  hospitals; 
others  are  university-based  com- 
prehensive cancer  centers  with  an 
interest  in  community  activities; 
some  are  freestanding  radiation 
therapy  centers;  others  are  large 
groups  of  oncologists.  In  all  of 
these  cases,  ACCC  members  are 
concerned  about  the  realities  of 
cancer  care;  the  how  and  the  why 
of  cancer  program  development; 
the  costs  of  cancer  care;  the  im- 
pact of  prospective  payment  capi- 
tation and  competition;  and  estab- 
lishing and  maintaining  high  stan- 
dards for  quality  patient  care. 
Application  for  memberships  may 
be  requested  from  the  address 
listed  in  the  following  paragraph. 
The  annual  dues  are  $400. 

ACCC  is  compiling  a ratings  list 
of  more  than  700  health  insurance 
companies,  which  is  based  on  the 
reimbursement  they  provide  for 
experimental  chemotherapy.  The 
rationale  is  to  use  this  report  to 
encourage  the  purchase  of  plans 
that  offer  the  highest  cancer  care 
reimbursement.  Inquiries  should 


be  sent  to  ACCC,  11600  Nebel  St., 
Suite  201,  Rockville,  MD  20852. 

Saint  Mary's  Health  Services 
Center  for  Women's  Health, 
Grand  Rapids,  Mich.,  will  spon- 
sor a conference  entitled  "Breast 
Disease:  Concepts  and  Controver- 
sies for  the  1990s,"  April  27  to  28 
at  the  Amway  Grand  Plaza  Hotel. 
The  two-day  conference  will  fea- 
ture a nationally  recognized  fac- 
ulty and  will  focus  on  topics  of 
breast  screening,  benign  breast 
disease  management,  the  impact 
of  current  oncologic  research, 
adjuvant  chemotherapy  and  the 
management  of  locally  advanced 
and  systemic  disease.  Call  (616) 
774-6661  for  further  information. 

National  Cancer  Institute  pub- 
lishes the  National  Cancer  Bulletin 
bimonthly.  This  bulletin  is  an 
important  vehicle  for  publicizing 
current  high  priority  clinical  trials. 
The  subscription  price  is  $75  per 
year  from  LP  Communications, 
Inc.,  London  Terrace  Post  Office, 
P.O.  Box  20554,  New  York,  NY 
10011.  Most  oncologists  receive 
this  bulletin  free  of  charge. 

CA — A Cancer  Journal  for  Clini- 
cians, in  its  January/February 
1989  issue,  contains  two  important 
articles.  Each  year  the  cancer 
statistics  for  the  year  are  updated. 
This  issue,  in  addition  to  that  ar- 
ticle (23rd  consecutive  year),  also 
presents  the  SEER  Program  Can- 
cer Patient  Survival  Results  for  10 
years  of  follow-up.  This  presenta- 
tion will  be  a valuable  resource 


for  patient  and  family  counseling. 
Single  copies  of  the  current  issue 
may  be  requested  by  writing  or 
calling  your  local  American  Can- 
cer Society.  Multiple  copies  (more 
than  six)  may  be  requested  in 
writing.  Send  requirements  to 
Arthur  I.  Hobbel,  M.D.,  Editor  in 
Chief,  CA — A Cancer  Journal  for 
Clinicians,  53  Park  Place,  8th  Floor, 
New  York,  NY  10007. 

Oncology  Nursing  Society 
(ONS)  will  hold  its  annual  meet- 
ing May  17  to  20  in  San  Francisco. 
Contact  ONS,  1016  Greentree 
Road,  Pittsburgh,  PA  15220,  atten- 
tion: Nancy  Berkowitz. 

Palliative  Care  Letter  (PCL)  is  a 

bimonthly  publication  that  will 
contain  reviews  of  recent  litera- 
ture on  the  palliative  care  of  can- 
cer patients.  The  purpose  of  the 
PCL  is  to  enable  one  to  keep  up 
with  the  most  current  palliative 
care  articles  without  having  to 
spend  hours  screening  dozens  of 
journals.  Careful  scrutiny  of  the 
literature  will  enable  physicians  to 
make  difficult  patient  care  deci- 
sions based  on  data  and  conclu- 
sions of  well-performed  clinical 
trials  and  not  just  anecdotal  infor- 
mation. 

The  letter  is  not  intended  to  be  a 
review  of  the  subjects  discussed, 
nor  is  it  the  intent  to  provide  ad- 
vice regarding  the  diagnosis  or 
therapy  for  any  individual  case. 
Inquiries  should  be  sent  to  Kirk  V. 
Shepard,  M.D.,  Medical  Director, 
Roxane  Laboratories,  P.O.  Box 
16532,  Columbus,  OH  43216.  □ 
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Society  Publishes  Journals  of 
Nineteenth-Century  Physician 


The  life  and  work  of  an  early  nineteenth-century  coun- 
try physician  in  Indiana  is  explored  in  the  book.  The 
Journals  of  William  A Lindsay:  An  Ordinary  Nine- 
teenth-Century’ Physician’s  Surgical  Cases,  scheduled 
for  publication  in  March  by  the  Indiana  Historical  Society. 
Edited  by  Katherine  Mandusic  McDonell,  Society  medi- 
cal research  historian  and  curator  of  the  Indiana  Medical 
History  Museum,  the  262-page  publication  examines 
Lindsay’s  most  important  surgical  cases  during  twenty 
years  of  practice,  which  he  had  recorded  in  four  pocket- 
sized,  leather-bound  notebooks.  Also  included  are  fifty 
photographs  illustrating  Lindsay’s  original  notes,  medical 
instruments  of  the  period,  and  surgical  techniques. 

Lindsay  made  no  major  contributions  to  the  field  of 
surgery,  but  he  did  leave  behind  a unique  legacy  — three 
journals  that  contain  a wealth  of  information  about  medi- 
cal care  and  procedures  in  the  early  nineteenth-century 
rural  Midwest.  The  doctor’s  surgical  journals  are  valuable 
historical  documents  because  few  midwestern  physi- 
cians left  detailed  records  of  the  operations  they  per- 
formed. Lindsay  began  writing  in  his  casebooks  on  April 
13,  1836,  and  continued  until  1855.  Although  he 
recorded  some  of  his  case  histories  immediately,  Lindsay 
wrote  most  of  them  several  years  after  their  occurrence. 

During  his  medical  career  Lindsay,  like  other  nine- 
teenth-century country  physicians,  was  neither  excep- 
tionally trained  nor  highly  experienced.  At  that  time, 
general  medicine  and  surgery  were  not  separate  profes- 
sions, and  most  American  doctors  performed  minor  sur- 
gery in  addition  to  diagnosing  disease  and  prescribing 
treatment. 

Most  of  these  early  nineteenth-century  physicians  per- 
formed major  operations  only  in  cases  of  absolute  neces- 
sity. Both  physician  and  patient  avoided  operations,  since 
prior  to  1846  there  was  no  anesthesia,  and  surgery  was  a 
grisly  experience.  Other  problems  plaguing  doctors  dur 
ing  the  nineteenth  century  included  a lack  of  surgical 
experience  and  training,  few  of  the  necessary  instru- 


Photo  by  Paul  Tracy  Wilson 
Lindsay  book  with  two  of  his  original  Journals.  Journals  in 
the  collection  of  the  Indiana  State  Library 


ments  to  perform  operations,  little  understanding  of 
germs  and  infection,  and  poor  traveling  conditions  in 
rural  areas. 

Born  in  Lincoln  County,  North  Carolina,  on  December 
24,  1795,  Lindsay  began  his  medical  career  in  Dayton, 
Ohio,  where  he  apprenticed  with  a local  physician.  In 
1819,  he  married  Rhoda  Allison  Smith  Her  father,  Peter 
Smith,  a Baptist  minister  and  root  doctor,  wrote  the  first 
medical  book  published  in  the  Midwest. 

In  the  early  1820s,  Lindsay  moved  to  Lawrenceburg, 
Indiana,  to  practice  medicine.  He  stayed  there  for  two  or 
three  years  and  then  attended  the  Ohio  Medical  College 
in  Cincinnati.  Lindsay  never  graduated,  but  twenty'  years 
later  he  did  receive  an  honorary  degree  from  the  Starling 
Medical  College  in  Columbus,  Ohio.  He  practiced  medi 
cine  for  a short  time  in  Ohio  before  setting  up  a stable 
career  in  Richmond,  Indiana,  in  1829. 

( continued  on  Page  3 ) 


Museum  Receives 
Military  Medicine  Collection 


Ernest  L.  Boyles  of  Terre  Haute  recently  donated  to  the 
Indiana  Medical  History  Museum  an  interesting  collec- 
tion of  World  War  II  medical  memorabilia.  The  items 
belonged  to  his  uncle,  Lawrence  L.  Flowers  ( 1919-1988 ), 
who  served  during  World  War  II  as  a medical  technician, 
or  corpsman,  in  the  427th  Medical  Collecting  Company, 
Medical  Services  Department  of  the  United  States  Army. 
The  collection  contains  various  items  that  Flowers 
obtained  during  his  service,  including  a number  of  Ger- 
man medical  instruments  and  books  that  his  battalion 
confiscated  during  the  Normandy  invasion  (June  6, 
1944).  The  Medical  Services  Department’s  personnel 
consisted  of  physicians,  battlefield  medics,  nurses,  tech- 
nicians, and  an  administrative  team.  These  individuals 
staffed  the  Army’s  first-aid  stations  and  hospitals. 

From  a medical  standpoint,  World  War  II  is  notable  for 
a number  of  reasons  It  was  the  first  war  in  modern  times 
in  which  the  number  of  deaths  from  war  injuries 
exceeded  the  deaths  from  disease.  The  precautionary 
steps  taken  to  stop  the  spread  of  infectious  diseases  in 
military  camps  and  the  availability  of  sulfa  drugs  and 
penicillin  to  treat  infection  effectively  reduced  the  mor 
tality  rate  from  disease. 

Advances  in  wound  management  and  treatment  of 
shock  and  hemorrhage  also  contributed  to  the  reduction 
of  mortality  for  Americans  suffering  battlefield  wounds. 
In  World  War  I,  8 percent  of  the  wounded  died;  in  World 
War  II,  the  mortality  rate  for  the  European  theater  of 
operations  was  3 9 percent.  Medics  employed  first-aid  on 
the  battlefield  to  reduce  the  risk  of  shock  and  hemor- 
rhage. Doctors  in  field  and  evacuation  hospitals  standard- 
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Snakeroot  Extract  derives  its  name  from  the  white  snakeroot 
plant,  a plant  that  is  significant  in  Indiana  medical  history'.  For 
years,  a mysterious  disease  called  milk  sickness  plagued  early 
Hoosiers  There  were  many  theories  as  to  the  disease’s  cause,  but 
the  actual  cause  remained  unknown  until  the  1 920s.  At  that  time, 
the  disease  was  traced  to  the  white  snakeroot  plant  or,  rather,  to 
the  consumption  of  milk  from  cows  that  had  eaten  it.  The  plant 
contains  the  poison  tremetol. 


World  War  1 1 memorabilia  of  Lawrence  L.  Flowers 
(1919-1988),  Terre  Haute.  In  the  collection  of  the  Indiana 
Medical  History  Museum. 

ized  a variety  of  medical  and  surgical  procedures.  To 
reduce  the  risk  of  wound  infection,  for  example,  sur- 
geons routinely  practiced  debridement,  or  the  removal 
of  all  foreign  material  and  unhealthy  tissue  from  the 
wound. 

Wounded  soldiers  benefited  from  blood  transfusions 
and  the  adequate  supply  of  blood.  Although  physicians 
employed  blood  transfusions  in  World  War  I,  blood  was 
not  “banked  ” Only  when  doctors  needed  a particular 
type  of  blood  did  they  call  appropriate  donors.  By  World 
War  II,  scientists  had  perfected  anticoagulation  methods 
so  blood  could  be  stored  for  long  periods  of  time. 
Between  1941  and  1945,  volunteers  collected  over  thir- 
teen million  bottles  of  blood  for  distribution  by  blood 
banks  in  wartime  hospitals.  Laboratories  processed  a con- 
siderable portion  of  blood  into  dried  plasma,  which 
could  be  stored  in  lightweight,  easily  transportable  pack- 
ages. 

(continued  on  Page  3 ) 


German  military  supplies,  ca.  World  War  II.  Background: 
Esmarch  bandage  and  from  left  to  right:  first-aid  manual,  arm 
hand,  and  medical  case.  In  the  collection  of  the  Indiana 
Medical  History  Museum. 
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Museum  Receives  Collection 

( continued  from  Puge  2 ) 

Moreover,  the  availability  of  well  trained  anesthe- 
siologists and  the  introduction  of  new,  easily  admin- 
istered anesthetics  such  as  sodium  pentathol  made 
possible  a number  of  operations.  Doctors  began  operat 
ing  for  abdominal  and  thoracic  wounds  and  performed 
colostomies.  These  operations  saved  a large  number  of 
lives. 

The  American  medical  forces  were  not  only  well 
trained  and  hospitals  well  staffed  and  organized,  but  the 
military  also  had  adequate  and  high  quality  supplies.  The 
United  States'  supply  of  medicine  was  occasionally  sup- 
plemented by  German  supplies.  In  August,  1944,  for 
example,  American  troops  captured  over  two  hundred 
tons  of  German  medicine  and  equipment. 

German  military  medicine  varied  considerably  from 
American  military  medicine  during  World  War  II.  Ger 
mans  were  aware  of  modern  methods  of  wound  manage- 
ment. Georg  Friedrich  Louis  Stromeyer  ( 1804-1876), 
Bernhard  von  Langenbeck  (1810-1887),  and  Friedrich 
von  Esmarch  (1823-1908)  introduced  the  idea  of  open 
wound  management  in  amputations  and  wound  debride- 
ment to  German  military  surgeons  in  the  latter  part  of  the 
nineteenth  century.  Esmarch  also  introduced  first-aid 
bandages  for  use  on  the  battlefield  and  advocated  admin- 
istering first-aid  to  soldiers  ( one  of  Esmarch’s  bandages 
and  a German  first-aid  manual  are  among  Flowers’s  mem- 
orabilia). However,  because  of  inadequate  staff  German 
physicians  did  not  employ  these  techniques  consistently 

During  World  War  II,  Germans  performed  very  few 

Society  Publishes  Journals 

( continued  from  Puge  1 ) 

Lured  by  the  prospect  of  earning  $20,000,  Lindsay 
joined  Indianapolis  physician  George  Stipp  in  a phar 
maceutical  and  medical  practice  in  the  capital  in  the 
summer  of  1837.  However,  less  than  a year  later  the 
partnership  turned  sour,  and  Lindsay  dissolved  their  joint 
venture. 

Lindsay  later  moved  back  to  Ohio  and  at  the  age  of 
sixty-eight  enlisted  in  the  Union  Army  as  a contract  sur- 
geon. He  began  his  army  tenure  in  Indianapolis  and 
served  at  a number  of  camps  and  hospitals  in  the  city  and 
later  in  Kentucky.  Lindsay  died  on  May  7,  1876,  in  West 
Alexandria,  Ohio. 

Members  of  the  Indiana  Historical  Society’s  Medical 
History  Committee  will  receive  a free  copy  of  The  Jour- 
nals of  William  A Lindsay  as  a membership  benefit. 
Additional  copies  of  the  book  are  available  through  the 
Society  for  $20  (for  Society  members)  and  $27.50  (for 
nonmembers).  To  purchase  a copy  of  the  book,  write  or 
visit  the  Society’s  offices  at  315  West  Ohio  Street,  Indian- 
apolis, IN  46202;  or  call  the  Indiana  Historical  Society  at 
(317)  232-1882. 


A feldlazarett,  or  German  evacuation  hospital.  Photograph 
from  John  Boyd  Coates,  Jr,  et  al,  Surgery  in  World  War  If 
Activities  of  Surgical  Consultants,  Vol.  / (Washington  DC.: 
Department  of  the  Army  1962) 

operations  for  chest  wounds  or  head  injuries.  Because 
they  did  not  have  well-trained  anesthesiologists,  abdomi- 
nal surgery  was  likewise  limited.  The  Germans  believed 
that  treatment  of  the  less  seriously  injured  took  prece- 
dence over  treatment  of  the  seriously  injured  In  the 
treatment  of  abdominal  wounds,  German  doctors  did  not 
intervene  immediately.  Thus,  many  soldiers  died  of 
shock,  hemorrhage,  or  infection.  The  incidence  of 
wound  infection  was  high  since  the  Germans  did  not 
practice  wound  debridement  nor  did  they  have  penicillin 
to  treat  it.  Many  soldiers,  too,  died  of  shock  or  hemor- 
rhage since  the  Germans  did  not  have  an  adequate  blood 
supply  available  to  them  and  transfusion  was  direct.  That 
is,  doctors  took  blood  directly  from  one  individual  and 
tranfused  it  to  another.  The  shortage  of  medical  person- 
nel, the  unavailability  of  penicillin  and  trained  anesthe- 
siologists, the  absence  of  modern  wound  management 
techniques,  and  the  absence  of  a blood  bank  cost  the 
Germans  dearly.  The  United  States  had 
16,112,566  combatants  and  suffered  291,577  battle 
deaths  and  113,842  deaths  from  disease.  Germany  had 
10.2  million  enlistments  and  suffered  3 5 million 
fatalities. 

Society  Acquires  Lindsay 
Portraits 

The  Indiana  Historical  Society  recently  acquired  the 
portraits  of  Dr.  William  A.  Lindsay  and  his  first  wife,  Rhoda 
Allison  Smith  (see  article  on  Page  1. ).  The  portraits  date 
from  the  1830s.  The  purchase  of  the  portraits  was  made 
possible  in  part  by  contributions  from  several  of  Lindsay’s 
descendants.  The  portraits  need  considerable  conserva- 
tion work,  and  the  Society  soon  will  be  conducting  a 
campaign  to  raise  the  funds  necessary  to  restore  them. 


Capital  Campaign  Funds 
Museum  Improvements 


Those  hot,  steamy  days  at  the  Indiana  Medical  History 
Museum  are  gone  forever.  With  funds  raised  during  its 
1987-88  capital  campaign,  the  museum  installed  a mod- 
ern, climate  control  system.  Although  the  building’s  origi- 
nal steam  heating  system  can  be  employed  in  an 
emergency,  the  ninety-year-old  steam  radiators  will  be 
decorative  rather  than  functional.  The  new  system,  which 
combines  heating,  cooling,  and  humidity  control,  will 
provide  the  constant  temperature  and  humidity  level 
necessary  to  protect  the  furnishings  of  the  Old  Pathology 
Building  and  the  museum’s  artifact  collection.  While 
installing  the  system,  Godby  Brothers,  the  general  con- 
tractor for  the  new  climate  control  system,  took  great 
care  not  to  destroy  the  historical  integrity  of  the  building. 
The  contractors  hid  all  ductwork  and  installed  special 
reproduction,  historic  registers. 

The  capital  campaign  also  funded  interior  painting  and 
plastering,  window  repairs,  and  the  installation  of  exte- 
rior signage.  The  museum  board  plans  to  utilize  the  Old 
Pathology  Building  for  a wide  variety  of  programs  and 
meetings.  According  to  board  president  T Neal  Petry, 
M.D , the  next  priority7  is  to  open  an  entrance  to  the 


Exterior  View.  Indiana  Medical  History  Museum 


museum  from  Vermont  Street  (separate  from  the 
entrance  to  Central  State  Hospital).  The  board  is  also 
formulating  plans  to  open  a modern  exhibition  area 
within  the  Old  Pathology  Building,  launch  a variety  of 
school  programs  (including  special  tours  and  traveling 
school  kits),  and  undertake  an  annual  operating  support 
campaign. 


Indiana  Historical  Society 
Indiana  Medical  History  Committee 
315  West  Ohio  Street 
Indianapolis,  IN  46202 
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Physician 
Placement  Service 


Physicians  or  residents 
seeking  practice  opportuni- 
ties may  list  their  curricu- 
lum vitaes  with  the  Physi- 
cian Placement  Service  at 
no  charge. 

PPS  acts  as  a clearing- 
house for  communication 
between  physicians  and 
recruiters  such  as  hospi- 
tals, clinics  and  physician 
groups.  Since  its  estab- 
lishment in  1987,  PPS  has 
assisted  many  physicians 
in  locating  practice  situ- 
ations. 

For  more  information, 
contact  Denise  Le  Doux, 
PPS  coordinator,  Indiana 
State  Medical  Association, 
(317)  925-7545  or  1-800- 
382-1721. 
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auxiliary  report 


Jennie  Buehner 
Joan  Hongen 

1989  co-chairmen, 

ISMA-A  Convention 

The  Owen-Monroe  County 
Medical  Auxiliary  invites  all  aux- 
ilians  and  their  spouses  to  the 
45th  Annual  Meeting  of  the  Indi- 
ana State  Medical  Association 
Auxiliary  at  the  Indiana  Memorial 
Union  in  Bloomington,  Ind.,  April 
25  to  27.  Members  at  large  and  all 
auxiliary  members  are  welcome. 

Mary  Strauss,  president  of  the 
AMA  Auxiliary,  will  attend  our 
convention  and  give  the  keynote 
address  on  the  closing  day. 

Business,  educational  and  social 
functions  have  been  planned  for 
the  three-day  convention.  Auxili- 
ans  also  may  browse  in  the  Union 
bookstore,  view  exhibits  at  the 


Indiana  University  Art  Museum 
and  Lilly  Library  and  stroll  along 
the  Jordan  River  through  Dunn 
Meadow. 

Tuesday  evening,  dinner  will  be 
at  the  Bloomington  Country  Club, 
followed  by  a program  of  Hoagy 
Carmichael  melodies.  On  Wed- 
nesday, after  the  morning  House 
of  Delegates  session  and  lunch- 
eon, members  may  attend  a guest 
forum  where  speakers  will  ad- 
dress such  topics  as  the  status  of 
AIDS  in  Indiana  and  dealing  with 
stresses  of  the  medical  marriage. 
Leadership  workshops  will  pro- 
vide training  for  presidents  elect 
and  county  chairmen  in  member- 
ship, legislation,  AMA-ERF  and 
health  projects.  All  auxilians  are 
welcome  to  attend  the  workshops. 
A walking  tour  of  the  Old  Cres- 
cent area  of  the  Bloomington  cam- 
pus will  provide  a change  of  pace 


and  end  the  afternoon  activities. 

Wednesday  evening  auxilians 
and  spouses  are  invited  to  a re- 
ception at  the  University  Club  in 
the  Indiana  Memorial  Union  and 
dinner  in  the  Frangipani  Room. 
"Sounds  of  South,"  a song  and 
dance  troupe  of  30  students  from 
Bloomington  High  School  South, 
will  entertain  dinner  guests. 

Thursday  will  begin  with  a 
memorial  breakfast,  a return  to  a 
tradition  of  past  conventions. 
When  the  House  of  Delegates 
reconvenes,  Mrs.  Strauss  will  give 
the  keynote  address  and  Lura 
Stone  will  be  installed  as  our 
president.  The  convention  will 
close  with  a celebration  luncheon 
to  thank  Ann  Wrenn  for  her  suc- 
cessful year  as  ISMA-A  president 
and  to  launch  Lura's  year  with 
our  good  wishes  and  pledges  of 
support.  □ 


Cardiovascular  risk  factors: 

ASSESSMENT  AND  MANAGEMENT 

May  18,19,20, 1989 
Mariner’s  Inn 

Hilton  Head  Island,  South  Carolina 
Faculty: 

Eric  Williams,  M.D.,  I.U.  School  of  Medicine 
Bruce  McManus,  M.D.,  Ph  D.,  University  of  Nebraska 
Barry  Franklin,  Ph.D.,  Director  Cardiac  Rehab,  Wm  Beaumont 
Hospital,  Royal  Oak,  Michigan 

Sponsored  by:  Midwest  Cardiovascular  Research  Foundation 

For  further  information,  call  219-483-5897. 


February  CME 
quiz  answers 


The  following  letters  are 
the  answers  to  the  CME 
quiz  that  appeared  in  the 
February  1989  issue:  "Sys- 
temic Side  Effects  of  Glau- 
coma Medications." 


a. 

b. 

c. 
a. 
c. 


6. 

7. 

8. 
9. 

10. 
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■ physicians'  directory 


CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 
JAMES  W.  VAN  TASSEL,  M.D. 
JANE  HOWARD,  M.D. 
MICHAEL  BOURNIQUE,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 
CHARLES  M.  ORR,  M.D. 
JAMES  H.  ADLAM,  M.D. 
FRANK  J.  GREEN,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 
PERCUTANEOUS  VALVULOPLASTY 
ELECTROPHYSIOLOGIC  TESTING 
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CARDIOLOGY 


INDIANA  HEART  PHYSICIANS,  INC. 

Beech  Grove  Medical  Center 

H O Hickman,  Jr.,  MD,  FACC 

Cardiology  and  Cardiac  Catheterization 

112  North  17th  Avenue 

Thomas  M Mueller,  MD, FACC 

Coronary  Angioplasty 

Suite  300 

J Douglas  Graham,  MD,  FACC 

Balloon  Valvuloplasty 

Beech  Grove  IN  46107 

Kathleen  H FIohr,  PhD,  MD,  FACC 

Electrophysiology 

With  additional  offices  located  in  the 
Indianapolis-Greenwood  area  and  Columbus 

Jeffrey  F Christie,  MD 

Permanent  Pacemaker  Implantation 

David  J.  Hamilton,  MD 

Nuclear  Cardiology 

Stephen  H.  Kliman,  MD,  FACC 

Doppler  and  Echocardiography 

Thomas  C.  Passo,  MD 

Exercise  Stress  Testing 

Indianapolis-Greenwood 

Holter  Monitoring 

(317)783-8800 

ECG  Event  Monitoring 

(800)992-2081  (Indiana  Only) 

Pacemaker  Surveillance 

Columbus: 

Stress  Echocardiography 

(812) 379-2020 

Noninvasive  Peripheral  Vascular 

(800)  537-9587  (Indiana  Only) 

Evaluation 

INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  John  A.  Azevedo,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
DOPPLER  AND  ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  tt  1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


7250  Clearvista  Drive 
Suite  #227 

Indianapolis,  Indiana  46256 
(317)  841-5385 
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CARDIOLOGY 


FORT  WAYNE 

C^DIOIQGY 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 


Fred  Doloresco,  M.D.,  F.A.C.C. 
John  F.  Phillips,  M.D.,  F.A.C.C. 
Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D. 


are  pleased  to  announce  the  association  of 
James  J.  Heger,  M.D.,  F.A.C.C. 
for  the  practice  of  cardiology. 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)  482-4865 
1-800-637-6505  (Indiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois) 
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ORTHOPEDIC  SURGERY 


FRACTURE  CARE/TRAUMA 
SPORTS  MEDICINE 
ARTHROSCOPIC  SURGERY 
JOINT  RECONSTRUCTION 
SCOLIOSIS 
SPINAL  SURGERY 
SHOULDER  SURGERY 
HAND  SURGERY 
FOOT  SURGERY 
PEDIATRIC  ORTHOPAEDICS 
ADULT  ORTHOPAEDICS 


OFFICE  ANSWERS  DAY  & NIGHT 


TOLL  FREE  IN  INDIANA  (800)  223-3381 

DONALD  S.  BLACKWELL,  M.D. 
F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 
WILLIAM  O.  IRVINE,  M.D. 
JOSEPH  C.  RANDOLPH,  M.D. 
DONALD  E.  RUSSELL,  M.D. 

MARK  R.  STEVENS,  M.D. 
TERRY  R.  TRAMMELL,  M.D. 
ANDREW  J.  VICAR,  M.D. 
VINCENT  L.  FRAGOMENI,  M.D. 
JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 
SANFORD  S.  KUNKEL,  M.D. 
DAVID  A.  FISHER,  M.D. 
HENRY  G.  STEIN,  M.D.,  F.A.C.S. 

Orthopaedic  Surgeons 


MAIN  OFFICE 

1801  N.  Senate  Blvd. 
Suite  200 


•923-5352 


Appointment  Scheduling  924-2778 


WESTLAKE 

805  Beachway  Dr. 


244- 


DANVILLE 

252  Meadow  Dr. 


745-4525 


Major  Credit  Cards  Accepted 
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The  Medical  Laboratory 

of  Drs.  Thornton- Hay mond-Costin-Buehl-Bol inger-Warner-McGovern-McClure-Hooker-W inkier 
5940  West  Raymond  Street  ‘Indianapolis,  Indiana  46241 


TOXICOLOGY 

MICROBIOLOGY 

CHEMISTRY 

HEMATOLOGY 

HISTOLOGY 


PROUDLY 

SERVING 

INDIANA 

SINCE 


Free  Courier  Service 

Assignment  Accepted: 
Medicare  / Medicaid 
1st  Care-Maxicare 
BC/BS  VIP  and  PCI 
Programs-HealthPlus 

24  Hour  Pathology 
Consultation 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  317/248-2448 
"Here  Today  To  Serve  You  Tomorrow" 


CRITICAL  CARE 

PULMONARY  DISEASE 

Methodist 
Hospital 


(*  INDIANA. INC 


CRITICAL  CARE 
MEDICINE 


Specialists  in  the  care  of 
critically  ill  or  injured  patients 

David  Powner,  M D , FC.C.P 
Michael  Buran,  M D Regis  Lagler,  M D 
Stephen  Olvey,  M.D  Daniel  J.  Polacek, 


1701  North  Senate  Boulevard 
Indianapolis,  IN  46202 


(317)  929-5293 


RICHARD  E.  BRASHEAR,  M.D.,  F.A.C.P. 

Pulmonary  Disease 

St  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  815 
Indianapolis,  Indiana  46260 

(317)  871  6200 
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an. 


CENTRAL  INDIANA 
PATHOLOGY  LABORATORIES,  INC. 


Edwin  E.  Pontius,  M.D.,  F.C.A.P. 
Director 

Mary  L.  Forster,  M.D.,  F.C.A.P. 
Co-Director 

Elizabeth  C.  Bond,  M.T.  (ASCP),  S.M. 
Administrator 


PROMPT  WALK-IN  SERVICE 

24  HOUR  TURNAROUND 
FOR  MOST  TESTS 

COURIER  SERVICE  FOR 
PHYSICIAN  OFFICES 

ASSIGNMENT  ACCEPTED  ON 
MEDICARE  AND  MEDICAID 

BLUE  SHIELD  V.I.P.  AND 
PREFERRED  PROVIDER 
ACCEPT  MAXICARE,  FIRST  CARE, 
HEALTH  PLUS,  ETC. 


MAIN  LABORATORY 

Northwest  Medical  Building 
3500  Lafayette  Rd.  291-9364 

BRANCH  LOCATIONS 

Westlake  Medical  Building 
805  Beachway  Dr.  244-7754 

Zionsville 

50  Boone  Woods  873-4286 

Across  from  Community  North  Hosp. 
7430  N.  Shadeland  Ave.  841-0133 


• A FULL  SERVICE  OUTPA  TIE  NT  CLINICAL  LABORA  TORY  • 


ORTHOPEDIC  FOOT  SURGERY 

OTOLOGY 

ROBERT  M.  PALMER,  M.D. 

A.A.O.S.  F.A.C.S. 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

Member  of  the  American  Orthopaedic 
Foot  and  Ankle  Society 

ORTHOPAEDIC  RECONSTRUCTIVE 
SURGERY  OF  THE  FOOT  AND  ANKLE 

HOOSIER  ORTHOPAEDICS  & SPORTS  MEDICINE,  PC. 

2020  W 86th  Street,  Suite  304 
Indianapolis,  Indiana  46260 
(317)  872-3364 


MERIDIAN  OTOLOGY  LAB 

‘Complete  Audiometric  Evaluations 

‘Hearing  Aid  Evaluations  and  Dispensing 
‘Brainstem  Auditory  Evoked  Response 
‘Visual  Evoked  Response 
‘Electronystagmography 

‘Assistive  Listening  Devices — Demonstrations  Available 

Richard  Kurtz,  M.D.  Jack  Summerlin,  M.D. 
Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

.1266  N.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  (317)  925-7077 
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Indiana’s  Leading  Hospitals  Specializing  In  The 
Treatment  of  Alcoholism  and  Drug  Abuse. 


KOALA 

CENTERS 


adolescent  program 

adult  program 

family  program 

older  adults  program 

impaired  professionals  program 


cocaine  program 
outpatient  program 
disabled  program 
relapse  program 
co-dependency  program 


OUTREACH  OFFICES 

Bloomington  • Fort  Wayne  • Clarksville  • Merrillville  • Indianapolis  • Marion 
South  Bend  • Greenwood  • Evansville  • Anderson  • Kokomo  • Lafayette 


Michael  Chadwick,  M D 
David  Gregory,  M D 
Koala  Center 
2223  Poshard  Drive 
Columbus,  Indiana 
(812)376-171 1 


John  Saalwaechter,  M D 
Koala  Adolescent  Center 
1404S  State  Avenue 
Indianapolis,  Indiana 
(317)  783-4084 


John  Krueger,  M D 
Koala  Centerof 
St  Joseph  Medical  Center 
700  Broadway 
Fort  Wayne.  Indiana 
(219)425-3825 


Daniel  Kubley,  M D 
Koala  Center 
1 800  N Oak  Road 
Plymouth.  Indiana 
(219)936-3784 


Kete  Cockrell,  M D 
Koala  Center 
1711  Lafayette  Avenue 
Lebanon,  Indiana 
(317)482-371 1 


Indiana  Toll-Free  • 24-Hour  HELPLINE  • 1-800-622-4711 


ALCOHOLISM  TREATMENT 

ALCOHOLISM  TREATMENT 

Eugene  G.  Roach,  M.D. 

Medical  Director 

(d\  Anderson  Center 

y of  Saint  John  s 

22  10  Jockson  Street 
Ande'son  Indiana  460  1 4 

1 -800-435-9143  or  (317)  646-8383 
•Comprehensive  Alcohol  and  Drug  Treatment 
•Se partite  Programs  for 
Adolescents  & Adults 
•Free  Assessment  & Intervention 


Douglas  Bullington,  M.D 

Program  Director 


□ 


□ 


COUNTERPOINT  CENTER 

at  CPC  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46143 
^ 31  7/887-1348 

• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours  a day 
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INTERNAL  MEDICINE 


INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm.  Alley,  M D , FACP 
George  W Applegate  M D 
Richard  Bloch  M D 
Charles  B Carter,  M D 
William  H Dick,  M D , FACP 
M Carol  Greenlee,  M D 


Theodore  F Hegeman,  M D 
Douglas  F Johnstone,  M D 
Wendy  L Kindig,  M D 
LeRoy  FI  King,  Jr  M D FACP 
Mary  A Margolis,  M D 
Tim  E Taber.  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Answering  Service  926-3466 

Clinical  Nephrology,  Hemodialysis  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


MERIDIAN  MEDICAL  GROUP,  P.C. 
MAIN  OFFICE  - 1801  N.  Senate  Blvd. 
929-5800 

NORTH  OFFICE  - 3077  E.  98th  St. 
(98th  & Keystone)  843-8704 

CARDIOLOGY 

METABOLISM  & 

Warren  E.  Coggeshall,  M D 

846-5666 

ENDOCRINOLOGY 

Richard  R,  Schumacher,  M.D 

92  9 5818 

William  M Holland,  M D 

843-8700 

Richard  B Wenzler,  M D 

929-5818 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

Douglas  H White,  Jr , M D 

843-8736 

Robert  D Picked,  M 0 

846-4696 

B T Maxam,  M D 

843-8703 

Lee  G Jordan,  M.D 

929-5826 

Michael  B DuBois,  M D 

929-5806 

Martin  P Meisenheimer,  M D 

929-5816 

Patricia  K Hendershot,  M D 

929-5815 

John  C,  Kohne,  M D 

929  5822 

Douglas  J Moeller,  M D 

929-5808 

Gregory  P Blitz,  M D 

929-5821 

Timothy  J Story,  M D 

929-5811 

Brian  G Sped,  M D 

929-2267 

John  F,  Schaefer,  Jr , M D 

929-5807 

Vanessa  Z,  Ameen,  M.D,  (PEDIATRICS) 

Elisabeth  K Datena,  M D 

929-5809 

929-5858 

Bradley  M Suder,  M D 

929-5813 

HEMATOLOGY/ 

CHILD  NEUROLOGY 

ONCOLOGY 

Bradford  R Hale,  M D.  (PEDIATRICS) 

James  E Schroeder.  M D 

929-5812 

929-5823 

HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D. 
Robert  M.  Hurwitz,  M.D. 


Howard  R.  Gray,  M.D. 
William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

PSYCHIATRY 

Eugene  G.  Roach,  M.D. 

Medical  Director 

(f\\  Anderson  Center 

H*  V of  Saint  John  s 

22  ID  Jackson  Street 
Anderson  Indiono  460  ! 4 

1 -8(X)-435-9 1 43  or  (317)  646-81 14 

•Comprehensive  Psychiatric  Treatment 
•Separate  Programs  for  Adolescents 
Adults  & Geriatrics 
•Program  for  Dual  Diagnosis 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634  9930 

Larry  M.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 
Balwant  S.  Mallik,  M.D.  George  McAfee,  M.D. 
Judith  L.  Campbell,  M.D. 


Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 
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CARDIOVASCULAR  SURGERY 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular 
testing  services  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville  Indiana  47710 
812423-2395 


NEUROLOGY 


GARYT.  RAFLO 

M.D,,  F.A.C.S. 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9 3 33  NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


FELLOW  AMERICAN  COLLEGE  OF  SURGEONS 

AMERICAN  SOCIETY  OF  OPHTHALMIC  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY 


DIPLOMATE  AMERICAN  BOARD  OF  OPHTHALMOLOGY 


SURGERY  EYELID  AND  EYEBROW  COSMETIC  SURGERY 
PTOSIS 

EYELID  AND  ORBITAL  TUMORS 
LACRIMAL  DRAINAGE  DISORDERS 
ORBITAL  AND  FACIAL  TRAUMA 
THYROID  EYE  DISORDERS 


19 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Pam,  Headache  & 

Diseases  of  the  Autonomic  Nervous  System  Including  Dizziness 

Testing  Available 

3 17*87 1*6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #72b 
South:  University  Heights  Professional  Bldg.,  Suite  M 
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CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  KOKOMO 

Community  Medical  Arts  Center 
3611  South  Reed  Rd.  (31  Bypass) 
Kokomo,  Indiana  46902 
317-453-0606 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425  317-926-3466 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location 


GARY!  RAFLO 

M D , F.  A C S. 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9 3 3 3 NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


JOHN  G.  PANTZER  JR.,  M.D. 

Fellow 

American  College  of  Surgeons 
Diplomate 

American  Board  ot  Plastic  Surgery 
1801  North  Senate  Blvd 
Suite  735 

Indianapolis,  Indiana  46202 
Tel:  317-929-5500 


COLON  & RECTAL  SURGERY 


ABDOMINAL  SURGERY 


TED  W 

GRISELL,  M.D. 

Provn/inii  consul t<i( ice  services 

for  physic 

unis  throughout.  Indiana 

f 

>r  pul  tents  tvith 

complex 

management  problems 

5317  East  16t,h  Street 

317  359  8261 

Indianapolis  46218 

Phone  answered  24  hours 

W.  M.  KENDRICK,  M.D. 
G.  A.  DONNALLY,  M.D. 
R.  JAMES  WILSON,  M.D. 

W.  E.  KELLEY,  M.D. 
RICHARD  L.  STOUT,  M.D. 
PAULA  A.  HALL,  M.D. 

Practice  limited  to  Colonoscopy, 
Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317  831-9300 
1-800-222-7994 

(JCAH  Accredited) 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Efl  safif 

Mi  fill 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE: 
TOLL  FREE: 


317/927-5770 

1-800-ONC-HEME 

1-800-662-4363 


Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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SLEEP  DISORDERS 


WINONA’S 

SLEEP/WAKE 

DISORDERS 

CENTER 

Accredited  by  the  Association  of  Sleep  Disorders 
Centers  since  1986.  Specialists  in  the  evaluation 
of  sleep/wake  disorders  in  adults  and  children. 

• Sleep  Apnea  • Sleepwalking 

• Insomnia  • Impotency  Testing 

• Narcolepsy  • Hypersomnolence 

• Enuresis  • Workshift  Disturbances 


Kenneth  N.  Wiesert,  MD,  ACP 
Fellow  of  the  Clinical  Sleep  Society,  Medical  Director 

Frederick  A.  Tolle,  MD,  FACP 
Associate  Director 

(317)  927-2100 
WINONA 

Memorial  Hospital 
3232  N Meridian  St. 

Indianapolis.  IN  46208 
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RADIATION  ONCOLOGY 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 
812-234-7756 


VINCENNES 
Good  Samaritan  Hospital 
812-885-3478 


ROGER  ROBISON,  M.D.,  F.AC.P.  . . . M.D.  Anderson,  1980 
DAVID  BELL,  M.D.,  Ph.D.  . . . M.D.  Anderson,  1981 

TAE  CHUNG,  M.D.  . . . Chicago  Hines  V.A.,  1976 

B.  JAY  JAILWALA,  M.D.  . . . Cincinnati,  1985 

Emergency  24-hour  phone:  (812)  299-9514 
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PERIPHERAL  VASCULAR  SURGERY 


VASCULAR  SURGERY,  P.C. 

St.  Vincent  Professional  Building 

Austin  L.  Gardner,  M.D. 

8402  Harcourt  Road 
Suite  613 

Malcolm  B.  Herring,  M.D. 

Indianapolis,  Indiana  46260 

Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

^ksculaiLZ 

Diagnostics 

Spencer  F.  Goodson,  M.D. 

Carmel  Medical  Center 
13450  North  Meridian  Street 

Suite  160 

Carmel,  Indiana  46032 

Mobile 

\m-invasive 

~ Testing 

Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 

COLON  & RECTAL  SURGERY 

ASTHMA  & ALLERGY 

...  : v ■■  ■ ■ ■ 

William  S.  Sobat,  M.D. 

MARK  HOLBREICH,  M.D. 

Specialist  in  the  diagnosis  and  treatment  of 

PEDIATRIC  AND  ADULT 

colon  and  rectal  disease. 

• 

$ 

ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

Suite  365 

INDIANA  COLON  & RECTAL  CENTER,  P.C. 

Indianapolis,  Indiana 

1633  North  Capitol 

(317)  848-2785 

Suite  622 

o Asthma  o Adverse  Food  Reactions 

Indianapolis,  IN  46202 

923-7211 

o Chronic  Cough  o Drug  Sensitivity 

Fellow  of  the  American  College  of  Surgeons. 

o Rhinitis  o Stinging  Insect  Allergy 
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OFFICERS 

President  — Fred  W Dahling,  New  Haven 

Pres-elect  — George  H Rawls,  Indianapolis 

Immediate  Past  Pres  — John  D MacDougall,  Beech  Grove 

Executive  Director  — Richard  R King,  Indianapolis 

Treasurer  — Max  M Wesemann,  Franklin 

Asst.  Treasurer  — Michael  O Mellinger,  LaGrange 

Speaker  — C.  Dyke  Egnatz,  Schererville 

Vice  Speaker  — William  H.  Beeson,  Indianapolis 

EXECUTIVE  COMMITTEE 
•Fred  W.  Dahling,  New  Haven 
George  H.  Rawls,  Indianapolis 
Max  M.  Wesemann,  Franklin 
Michael  O.  Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
William  H.  Beeson,  Indianapolis 
William  C.  VanNess  II,  Summitville 
Benny  Ko.  Terre  Haute 
Clarence  G.  Clarkson,  Richmond 
John  D.  MacDougall,  Beech  Grove 

TRUSTEES  (Terms  end  in  October) 

District 

1 — E.  DeVerre  Gourieux,  Evansville  (1989) 

2 — Paul  J.  Wenzler,  Bloomington  (1990) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1991) 

4 — William  E.  Cooper,  Columbus  (1989) 

5 — Benny  S.  Ko,  Terre  Haute  (1990) 

6 — Clarence  G.  Clarkson,  Richmond  (1991) 

7 — Donna  J.  Meade,  Indianapolis  (1989) 

7 — John  M.  Records,  Franklin  (1990) 

7 — Peter  L.  Winters,  Indianapolis  (1991) 

*8  — Wm.  C.  VanNess,  Summitville  (1990) 

9  — R.  Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L.  Polite,  Hammond  (1989) 

11  — Jack  W.  Higgins,  Kokomo  (1990) 

12  — John  R.  Thomas,  Fort  Wayne  (1991) 

13  — Steven  M.  Yoder,  Goshen  (1989) 

RMS  — Margaret  Frazer,  Indianapolis  (1989) 

MSS  — Marc  Duerden,  Indianapolis  (1989) 

•Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Bruce  W.  Romick,  Evansville  (1991) 

2 — Jerome  E.  Melchior,  Vincennes  (1989) 

3 — Charles  B.  Carty,  Pekin  (1989) 


4 — George  L Alcorn,  Madison  (1991) 

5 — Fred  E Haggerty,  Greencastle  (1991) 

6 — Ray  A Haas,  Greenfield  ( 1989) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1991) 

7 — Willis  W Stogsd ill,  Indianapolis  (1991) 

7 — Charles  O.  McCormick  III,  Greenwood  (1991) 

8 — John  V Osborne,  Muncie  (1991) 

9 — Stephen  D.  Tharp,  Frankfort  (1989) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K.  Musselman,  Marion  (1989) 

12  — Thomas  A.  Felger,  Fort  Wayne  (1989) 

13  — Alfred  C.  Cox,  South  Bend  (1991) 

RMS  — John  H.  Fallon,  Indianapolis  (1989) 

MSS  — Clint  Myers,  Indianapolis  (1989) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1989) 

Peter  R.  Petrich,  Attica  (1989) 

Thomas  C.  Tyrrell,  Hammond  (1989) 

John  A.  Knote,  Lafayette  (1990) 

Alvin  J.  Haley,  Carmel  (1990) 

George  T.  Lukemeyer,  Indianapolis  (1990) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

Herbert  C.  Khalouf,  Marion  (1989) 

Martin  J.  O'Neill,  Valparaiso  (1989) 

Richard  L.  Reedy,  Yorktown  (1989) 

Shirley  Thompson  Khalouf,  Marion  (1990) 

Max  N.  Hoffman,  Covington  (1990) 

Edward  L.  Langston,  Flora  (1990) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Alan  H.  Johnson,  Evansville 

Secy:  Kishor  R.  Bhatt,  Boonville 
Annual  Meeting:  1989 

2 — Pres:  William  A.  Nice,  Bloomington 

Secy:  Andrew  R.  Jones,  Bloomington 
Annual  Meeting:  May  19,  1989 

3 — Pres:  James  M.  Jacobi,  Bedford 

Secy:  Eric  V.  Schulz,  Bedford 
Annual  Meeting:  May  12,  1989 

4 — Pres:  Frank  L.  Frable,  Lawrenceburg 

Secy:  William  J.  Granger,  Lawrenceburg 
Annual  Meeting:  May  3,  1989 

5 — Pres:  Kennard  B.  Sproul,  Brazil 

Secy:  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  Sept.  28,  1989 

6 — Pres:  Robert  J.  Warren,  Richmond 


Secy:  Stephen  M.  Dillinger,  Greenfield 
Annual  Meeting:  May  10,  1989 

7 — Pres:  Lloyd  C.  Miller,  Danville 

Secy:  H Marshall  Trusler,  Greenfield 
Annual  Meeting:  1989 

8 — Pres:  L.  Jane  McDowell,  Muncie 

Secy:  Charles  W Bartholomew,  Muncie 
Annual  Meeting:  June  7,  1989 

9 — Pres:  Timothy  N.  Brown,  Crawfordsville 

Secy:  R.  Adrian  Lanning,  Noblesville 
Annual  Meeting:  June  14,  1989 

10  — Pres:  Mary  E.  Carroll,  Crown  Point 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  28,  1989 

11  — Pres:  James  P.  McCann,  Wabash 

Secy:  Fred  C.  Poehler,  La  Fontaine 
Annual  Meeting:  Sept.  20,  1989 

12  — Pres:  Thomas  D.  Smith  III,  New  Haven 

Secy:  William  J.  Aeschliman,  Fort  Wayne 
Annual  Meeting:  Sept.  21,  1989 

13  — Pres:  G.  Beach  Gattman,  Elkhart 

Secy:  Thomas  J.  Eberts,  South  Bend 
Annual  Meeting:  Sept.  13,  1989 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Assistance 
Dolores  Burant,  Elkhart 
Medical  Services 

Alfred  C.  Cox,  South  Bend 
Convention  Arrangements 
Charles  O.  McCormick,  Greenwood 
Medical  Education 
James  E.  Carter,  Indianapolis 
Sports  Medicine 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 
Alvin  J.  Haley,  Indianapolis 
Indiana  Medical  Foundation 
Frank  B.  Ramsey,  Indianapolis 


CHAIRMEN  ISMA  SPECIALTY  SECTIONS 


ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F.  Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Thomas  F.  Dunfee,  South  Bend 

EMERGENCY  MEDICINE 
Thomas  C.  Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
Edward  Ross,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Hugh  K.  Thatcher,  Indianapolis 

NEUROLOGICAL  SURGERY 
Marvin  R.  Bernard,  Merrillville 

NEUROLOGY 

Charles  A.  Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 
D.  Dean  Cofield,  Bloomington 

ORTHOPEDIC  SURGERY 
James  G.  Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Carleton  D.  Nordschow,  Indianapolis 

PEDIATRICS 

Michael  A.  Hogan,  Indianapolis 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

Donald  R.  Sugarman,  Fort  Wayne 
SURGERY 

Ted  W.  Grisell,  Indianapolis 
UROLOGY 

Earl  H.  Johnson,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 

Michael  Huntley,  Director  of  Member  Services 

John  Wilson,  Director  of  Finance 

Adele  Lash,  Director  of  Communications 

Julie  Newland,  Director  of  Government  Relations 

Ronald  Dyer,  General  Counsel 

Richard  Ryan,  Field  Services 

Bob  Sullivan,  Field  Services 

Janna  Kosinski,  Field  Sendees 

Dana  Wallace,  Computer  Sendees 

Susan  Grant,  Executive  Assistant 

Mary  Alice  Cary,  Executive  Assistant 

Rosanna  Her,  Membership,  Auxiliary,  Students 

Tom  Martens,  Members  Health  Insurance,  CME  Coordinator 

Carolyn  Downing,  Resident  Medical  Society, 

Specialty  Services 

Tina  Sims,  Indiana  medicine 
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ASCP  study  shows  vacancies 

The  results  of  a survey  com- 
missioned by  the  American  Soci- 
ety of  Clinical  Pathologists  (ASCP) 
show  an  alarming  percentage  of 
positions  in  U.S.  medical  laborato- 
ries are  vacant.  The  survey  indi- 
cates that  9.3%  of  medical  tech- 
nologist and  13.6%  of  cytotech- 
nologist  positions  are  vacant.  The 
ASCP  is  working  to  increase  the 
number  of  graduates,  improve 
retention  among  those  people 
already  in  the  field  and  help  re- 
turn those  people  who  are  not 
working  in  medical  technology. 

NIH  Conference  to  be  May  8-10 

A National  Consensus  Devel- 
opment Conference  will  address 
"Sunlight,  Ultraviolet  Radiation 
and  the  Skin."  The  conference 
will  unite  biomedical  investiga- 
tors, practicing  physicians,  con- 
sumers and  representatives  of 
public  interest  groups.  It  will  be 
May  8 through  10  at  the  Warren 
Grant  Magnuson  Clinical  Center, 
National  Institutes  of  Health,  Be- 
thesda,  Md.  To  register  or  obtain 
further  information,  contact  An- 
drea Manning,  Prospect  Associ- 
ates, Suite  500,  1801  Rockville 
Pike,  Rockville,  MD  20852  —(301) 
468-MEET. 

LocumTen  newsletter  available 

LocumTen  is  the  only  newsletter 
that  is  devoted  to  medical  locum 
tenens.  Although  almost  half  of 
today's  physicians  haven't  heard 
of  the  term,  locum  tenens  physi- 
cians are  increasing.  In  fact,  using 
locum  tenens  physicians  is  becom- 
ing the  primary  way  medical  in- 
stitutions temporarily  fill  their 
vacancies.  Locum  tenens  is  Latin 
for  "temp,"  meaning  temporary 
surgeons,  psychiatrists,  obstetri- 
cian; , family  practitioners,  etc. 

A Locum  Ten  subscription  is 


available  to  any  health  care  pro- 
fessional or  institution  at  no 
charge.  To  obtain  a subscription, 
write  Syntax  Inc.,  751  S.  Fifth  St., 
Philadelphia,  PA  19147. 

NIA  offers  fact  sheets 

The  National  Institute  of  Aging 
(NIA)  has  assembled  a collection 
of  fact  sheets  of  particular  interest 
to  women  titled  Age  Pages.  These 
sheets  provide  information  and 
resources  related  to  self-care  and 
prevention  practices. 

To  obtain  this  free  collection  of 
Age  Pages,  write  to  the  NIA  Infor- 
mation Center/Women's  AP,  2209 
Distribution  Circle,  Silver  Spring, 
MD  20910  or  call  (301)  495-3455. 

Child  abuse  booklet  available 

The  National  Committee  for 
Prevention  of  Child  Abuse  has 
published  a booklet,  "Guidelines 
for  Establishing  Family  Resource 
Programs,"  in  order  to  prevent 
abuse.  According  to  the  commit- 
tee, rising  divorce  rates,  the  de- 
mise of  the  extended  family  and 
frequent  relocation  contribute  to 
the  increasing  isolation  of  the  fam- 
ily. 

A single  copy  of  the  booklet  is 
$3.50,  including  postage  and  han- 
dling. To  order,  send  a check  to 
NCPCA,  Publication  Sales,  P.O. 
Box  94283,  Chicago,  IL  60690.  For 
more  information,  contact  NCPCA 
at  (312)  663-3520. 

Survey  measures  patient  care 

Press,  Ganey  Associates,  Inc. 
has  released  the  results  of  a na- 
tional survey  involving  more  than 
50,000  ex-patients  of  89  client  hos- 
pitals. It  is  the  first  national  sur- 
vey on  the  impact  of  hospital  size 
and  other  variables  on  patient 
perceptions  of  care.  A compre- 
hensive copy  of  the  study  can  be 
ordered  by  writing  Press,  Ganey 


Associates,  Inc.,  P.O.  Box  1064, 
Notre  Dame,  IN  46556. 

Newsletter  publishes  abstracts 

The  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organi- 
zations is  publishing  "Abstracts  of 
Clinical  Care  Guidelines,"  a bi- 
monthly newsletter  that  monitors 
27  journals  and  professional  soci- 
ety publications  for  articles  on 
clinical  guidelines. 

It  is  a resource  for  use  in  qual- 
ity assurance,  risk  management 
and  utilization  review.  Subscrip- 
tions are  $55.  For  more  informa- 
tion, call  a customer  service  repre- 
sentative at  (312)  642-6061. 

Task  force  to  study  RBRVS 

The  American  Group  Practice 
Association  (AGPA)  has  formed  a 
task  force  with  Ernst  & Whinney 
with  assistance  from  the  Physician 
Payment  Review  Commission  and 
William  Hsiao,  Ph.D.,  of  Harvard 
University  to  study  the  impact  of 
the  resource  based  relative  value 
scale. 

The  AGPA  initiated  the  new 
study  of  the  Harvard  RBRVS  to 
evaluate  the  short-  and  the  long- 
term effects  of  the  proposed  Medi- 
care reimbursement  system  on 
medical  group  practices.  The 
AGPA  represents  more  than 
23,000  physicians  in  nearly  300 
U.S.  group  practices. 

Koala  offers  videotapes 

Koala  Centers,  providers  of 
treatment  for  alcoholism  and  drug 
abuse  in  Indiana  and  other  states, 
have  developed  two  20-minute 
videotapes  on  adolescents  and 
adults.  They  are  available  at  any 
Koala  Center,  the  Indiana  State 
Medical  Association  and  any  par- 
ticipating Hook's  or  Walgreen 
drug  stores  in  Indiana  and  can  be 
rented  at  no  charge  with  confiden- 
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tiality  of  the  renter  assured. 

The  Koala  Center's  statewide 
Helpline  for  information  on  these 
diseases  is  1-800-622-4711. 

Kiwanis  to  aid  Riley 

The  230  Kiwanis  Clubs  in  Indi- 
ana have  pledged  to  raise 
$100,000  in  1989  for  the  Kiwanis 
Trauma  Life  Center  for  Children 
at  Riley  Hospital.  The  money  will 
purchase  a pediatric  emergency 
transport  vehicle  to  meet  the  in- 
creasing demand  to  transport  to 
Riley  by  Indiana  hospitals. 

The  new  Kiwanis  vehicle  will 
be  equipped  and  designed  for  the 
safety  and  care  of  children  with 
traumatic  injuries.  □ 


Indiana  Medicine  gets  a new  look 


You  may  have  noticed  this  issue  of  Indiana  medicine  has  a new 
look  as  a result  of  a desktop  publishing  system  and  a redesign  of 
the  publication.  The  journal's  nameplate  also  was  revised  to  coor- 
dinate with  the  new  look. 

The  Indiana  medicine  staff  now  can  typeset  all  copy  and  lay  out 
the  pages  on  an  Apple  Macintosh  computer.  The  desktop  publish- 
ing system  will  allow  more  flexibility  and  control  in  production. 
Modern  technology  enables  the  change  to  desktop  publishing  with- 
out sacrificing  print  quality. 

Along  with  these  changes,  Indiana  medicine  has  a new  printer — 
The  Ovid  Bell  Press  in  Fulton,  Mo.  Ovid  Bell  also  prints  1 1 other 
state  medical  journals  along  with  150  other  publications. 

One  aspect  about  Indiana  medicine  will  not  change — our  contin- 
ued pledge  to  maintain  quality  of  scientific  and  feature  articles  that 
inform  and  educate  Indiana  physicians. 
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Dr.  William  E.  Graham,  a Fort 
Wayne  obstetrician  and  gynecolo- 
gist, has  been  elected  chairman  of 
the  Indiana  Section  of  the  Ameri- 
can College  of  Obstetricians  and 
Gynecologists  for  a three-year 
term. 

Dr.  Christos  D.  Gatzimos  of 

Peru  retired  Jan.  1 as  head  pa- 
thologist at  Dukes  Memorial  Hos- 
pital in  Peru. 

Dr.  James  E.  Hull,  Lafayette, 
attended  an  exchange  seminar  in 
Moscow  and  Leningrad  and  vis- 
ited several  hospitals  in  Russia. 
The  exchange  program  included 
15  doctors  from  the  United  States. 

Dr.  Charles  W.  Coats,  a Green- 
wood psychiatrist,  was  appointed 
as  the  program  director  of  CPC 
Valle  Vista  Hospital's  Child  Psy- 
chiatry Unit. 

Dr.  Frank  W.  Peyton,  Lafayette, 
has  published  his  World  War  II 
diary,  written  while  stationed  in 
Sicily,  Italy,  and  North  Africa;  the 
book  is  available  from  Dr.  Peyton. 

Dr.  Frederick  M.  Kelvin,  Indi- 
anapolis, presented  "Colorectal 
Carcinoma  Detected  Initially  with 
Barium  Enema  Examination:  Site 
Distribution  and  Implications"  at 
the  74th  annual  meeting  of  the 
Radiologic  Society  of  North  Amer- 
ica in  Chicago. 

Dr.  Thomas  J.  Cittadine,  a No- 

blesville  orthopaedic  surgeon,  has 
published  an  orthopaedic  termi- 
nology word  book  with  Slack 
Publishing  Company,  Inc. 

Dr.  Robert  H.  Rang,  Washing- 
ton, received  a Sagamore  of  the 
Wabash  Award  for  his  medical 
tenure  in  Washington;  he  is  chief 
of  surgery  at  Daviess  County  Hos- 
pital. 

Dr.  James  R.  Rudolph  of 

Kokomo  will  make  house  calls  to 
ensure  that  people  who  are  too  ill 
or  too  busy  to  visit  their  doctor's 
office  receive  medical  care. 


Dr.  William  R.  Nunery,  an  In- 
dianapolis oculoplastic  surgeon, 
was  co-host  of  a continuing  medi- 
cal education  course  that  covered 
recent  advances  in  neuro-ophthal- 
mology and  orbital  surgery. 

Dr.  Pulkit  J.  Patel,  a Terre 
Haute  urologist,  is  the  new  chief 
of  staff  at  Union  Hospital  in  Terre 
Haute;  other  officers  are  Dr.  Ha- 
rold A.  Rosene,  president;  Dr.  J.F. 
Pangan,  vice  president;  Dr.  Rich- 
ard S.  Mayrose,  secretary;  and  Dr. 
Vasumati  D.  Patel,  treasurer. 

Dr.  Michael  W.  Manzie,  an 
Indianapolis  surgeon,  retired  from 
his  medical  and  surgical  practice 
in  December. 

Dr.  William  H.  Leech,  a 
Crawfordsville  family  practitioner, 
has  finished  his  term  of  service  on 
the  AMI  Culver  Union  Hospital 
board  of  directors  and  received  a 
plaque  recognizing  his  service  to 
the  hospital. 

Dr.  Louis  Moosey,  a Union 
Mills  family  practitioner,  was 
recognized  for  his  50  years  of 
service  to  LaPorte  Hospital  during 
the  medical  staff's  annual  meeting 
in  December;  Dr.  William  G. 
Moore,  Dr.  Jose  D.  Sanchez  and 
Dr.  James  J.  Sprecher,  of  LaPorte, 
received  25-year  service  plaques. 

Dr.  Rodney  A.  Mannion,  a 
LaPorte  urologist,  was  elected  to  a 
three-year  term  as  the  Indiana 
representative  to  the  North  Cen- 
tral section  of  the  American  Urol- 
ogical Association  during  its  an- 
nual meeting  in  Orlando,  Fla. 

Dr.  Joe  G.  Conley,  New  Al- 
bany, has  received  a three-year 
appointment  as  Cancer  Liaison 
Physician  for  the  cancer  program 
at  Floyd  Memorial  Hospital  in 
New  Albany. 

Dr.  Glen  W.  Irwin  Jr.  of  Indian- 
apolis was  elected  to  the  board  of 
directors  of  the  Walther  Cancer 
Institute. 


Dr.  Calvin  N.  Steussy,  a New 
Castle  pathologist,  received  a 30- 
year  service  award  from  the 
Henry  County  Memorial  Hospital 
at  its  annual  Christmas  party. 

Dr.  Jeffrey  J.  Libra  of  La  Porte 
has  been  named  a diplomate  of 
the  American  Board  of  Family 
Practice. 

Dr.  Craig  W.  Hamilton  and  Dr. 
Dale  A.  Sloan,  Fort  Wayne  sur- 
geons, were  named  fellows  of  the 
American  College  of  Surgeons. 

Dr.  Paul  G.  Lindenborg,  an 
Indianapolis  family  practitioner, 
retired  in  November  1988,  after 
more  than  30  years  of  service. 

Dr.  Lori  Fuqua,  a Terre  Haute 
family  practitioner,  received  a 
fourth  place  award  from  the 
American  Academy  of  Family 
Practice  for  a medical  research 
study  that  she  designed  and  con- 
ducted. 

Dr.  James  S.  Fitzpatrick  and 
Dr.  Ralph  M.  Steffy,  both  of  Port- 
land, were  honored  for  their  serv- 
ice to  the  community  at  a retire- 
ment reception  in  Portland. 

Dr.  Dallis  M.  Bowditch, 
Logansport,  was  elected  president 
of  the  medical  staff  at  Memorial 
Hospital  in  Logansport  at  its  an- 
nual meeting  in  December;  other 
officers  are:  Dr.  Carl  Boyd,  presi- 
dent-elect; and  Dr.  Ruben 
Vizcarra,  secretary. 

Dr.  Guy  J.  Hoover,  an 
Evansville  general  surgeon,  re- 
tired in  1988  after  more  than  40 
years  of  practice. 

Dr.  Gregory  J.  Toma,  Indian- 
apolis, has  relocated  his  ophthal- 
mologic practice  to  Crawfordsville 
where  he  is  assuming  the  practice 
of  Dr.  Paul  E.  Ludwig. 

Dr.  John  M.  Hague  of  Indian- 
apolis was  elected  president-elect 
of  the  Arthritis  Foundation,  Indi- 
ana chapter. 

Dr.  James  B.  Steichen  was  one 
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of  six  U.S.  surgeons  who  partici- 
pated in  the  U.S. /Soviet  sympo- 
sium on  plastic  and  reconstructive 
microsurgery  held  in  Moscow. 

Dr.  Thomas  T.  Streeter  of  Indi- 
anapolis was  initiated  as  a fellow 
of  the  American  College  of  Sur- 
geons at  the  1988  Clinical  Con- 
gress in  Chicago. 

Dr.  Gary  T.  Raflo  was  awarded 
fellowship  status  by  the  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  at  its  an- 
nual meeting  in  Washington,  D.C. 

Dr.  Marvin  E.  Mishkin,  an 
Elkhart  cardiologist,  presented  a 
$30,000  echocardiograph  machine 
to  the  Indiana  Vocational  Techni- 
cal College  medical  assistant  pro- 
gram. 

Dr.  John  E.  Mitchelson  of  Indi- 
anapolis has  assumed  the  ophthal- 
mologic practice  of  Dr.  Gregory  J. 
Toma,  at  Westlake  Medical  Center 
in  Indianapolis.  □ 


New  ISMA  members 

Mohammed  A.  Abbas,  M.D., 
Westchester,  111.,  diagnostic  radi- 
ology. 

Peter  B.  Blankenhom,  M.D.,  Indi- 
anapolis, internal  medicine. 

Terry  E.  Brennan,  M.D.,  High- 
land, dermatology. 

Jessie  E.  Cooperider,  D.O.,  Tip- 
ton,  general  practice. 

David  R.  Diaz,  M.D.,  Noblesville, 
psychiatry. 

David  W.  Dobbs,  M.D.,  Law- 
renceburg,  family  practice. 

Nicholas  Drakos,  M.D.,  Jefferson- 
ville, psychiatry. 

William  H.  Estes,  M.D.,  Madison, 
internal  medicine. 

Nabil  A.  Gayed,  M.D.,  Hunting- 
ton,  general  surgery. 

Sheila  M.  Guelda,  M.D.,  Jeffer- 
sonville, pediatrics. 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the  AMA's 
Physician  Recognition  Award.  This  award  is  official  documentation  of 
Continuing  Medical  Education  hours  earned  and  is  acceptable  proof  in 
most  states  requiring  CME  in  re-registration  that  the  mandatory  hours 
of  CME  have  been  accomplished. 


Bastnagel,  James  P.,  Indianapolis 
Byllesby,  Joyce  E.,  Washington 
Calhoon,  John  P.,  Indianapolis 
Conway,  Thomas  J.,  Terre  Haute 
Cook,  Ian  H.,  Fort  Wayne 
De  Palma,  Bruno,  Lawrenceburg 
Ferree,  H.L.,  Indianapolis 
Guevara,  Frenita  B.,  Marion 
Haynes,  John  T.,  Indianapolis 
Holl,  Carl  W.,  Noblesville 


Koss,  Kenneth  W.,  Muncie 
Leipzig,  Thomas  J.,  Indianapolis 
Osos,  Nancy  A.,  Fort  Wayne 
Often,  Carl  E.,  Indianapolis 
Reimers,  Roger  A.,  Bloomington 
Renshaw,  Mark  A.,  Fort  Wayne 
Rogers,  Susan  J.,  Marion 
Stanford,  John  R.,  Fort  Wayne 
Towannasut,  Verapon, 
Merrillville 


J.  Paul  Kern  Jr.,  M.D.,  Indianapo- 
lis, physical  medicine/rehabilita- 
tion. 

Thomas  F.  Kling  Jr.,  M.D.,  Indi- 
anapolis, orthopedic  surgery. 

Julie  Summers  Lee,  M.D.,  Jeffer- 
sonville, ophthalmology. 

Gary  E.  Loyd,  M.D.,  Louisville, 
Ky.,  anesthesiology. 

Steven  M.  Moffatt,  M.D.,  Indian- 
apolis, internal  medicine. 

J.  Roberto  Moran,  M.D., 
Evansville,  pediatrics. 

Mark  S.  Munroe,  M.D.,  Bedford, 
internal  medicine. 

H.  Allen  Neal,  M.D.,  Daleville, 
family  practice. 

Adrian  J.  Pellegrini,  M.D.,  Jeffer- 
sonville, psychiatry. 

John  F.  Perez,  M.D.,  Oak  Lawn, 
111.,  internal  medicine. 

Eric  R.  Retrum,  M.D.,  Anderson, 
radiology. 

Robert  K.  Retrum,  M.D.,  Ander- 
son, diagnostic  radiology. 

Ronald  E.  Rourke,  M.D.,  Terre 
Haute,  obstetrics  and  gynecol- 
ogy- 


Pravin  Sanghvi,  M.D.,  Knox,  ob- 
stetrics and  gynecology. 

Kenny  E.  Stall,  M.D.,  Franklin, 
obstetrics  and  gynecology. 

Henry  G.  Stein,  M.D.,  Indianapo- 
lis, orthopedic  surgery. 

Leslie  Strouse,  M.D.,  New  Al- 
bany, internal  medicine. 

Noshir  R.  Toddywalla,  M.D.,  Cin- 
cinnati, Ohio,  urological  surgery. 

John  H.  Vandergrift,  M.D., 
Elkhart,  emergency  medicine. 

Robert  D.  Walton,  M.D.,  Sheri- 
dan, occupational  medicine. 

Richard  B.  Wenzler,  M.D.,  Indian- 
apolis, internal  medicine. 

K.G.  Woodward,  M.D.,  Oak  For- 
est, 111.,  neurology. 

Barbara  L.  Zimmerman,  M.D., 
Goshen,  emergency  medicine. 

Residents 

Maria  C.  Poor,  M.D.,  New  Pales- 
tine, psychiatry. 

Bruce  W.  Speicher,  M.D.,  Misha- 
waka, family  practice. 

Beth  Popp  Wuhrman,  M.D.,  Indi- 
anapolis, internal  medicine.  O 
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Mail  and  Memos 

by  Arthur  R.  Pell,  Ph.D.,  Consultant 
Dale  Carnegie  & Associates,  Inc. 


Every  morning,  when  Don  Michaels  emptied  his  m-basket, 
he  would  read  each  of  the  letters,  memos,  brochures  and 
other  items  and  carefully  divide  them  into  four  neatly  stacked 
piles.  In  the  first  pile,  he  placed  letters  and  memos  that 
required  immediate  response;  in  the  second  pile,  those  for 
which  he  needed  additional  information  or  could  delegate  to  a 
subordinate;  the  third  for  materials  on  which  he  didn’t  have  to 
take  any  action,  just  read  them  and  file  them  away  and  the 
fourth  was  the  junk  mail  that  would  be  immediately  discarded. 

He  scheduled  a time  for  dictating  responses  at  a convenient 
time  each  day.  At  that  time,  he  would  reread  each  letter  so  he 
could  respond  appropriately.  At  another  time  during  the  day, 
he  would  reread  the  memos  and  letters  in  the  second  pile, 
obtain  the  needed  information  or  delegate  it  to  somebody 
else.  As  he  had  read  the  memos  and  letters  in  the  third  pile, 
these  were  given  to  his  secretary  to  be  filed. 

The  time  involved  in  reading  and  rereading  each  of  those 
pieces  of  correspondence  took  an  inordinate  amount  of  Don’s 
working  day.  Don  was  complaining  about  his  inability  to  get 
all  of  his  work  done  to  one  of  his  colleagues,  Susan  Green. 

“Sue,  I know  your  workload  is  as  heavy  as  mine,  yet  you 
seen  to  have  time  for  everything  and  even  a chance  to  relax. 
How  do  you  do  it?” 

Sue  responded:  “I  used  to  have  the  same  problem,  but  by 
careful  time  management  and  eliminating  duplication  of  work, 

I have  made  my  job  much  easier.” 

“1  can  sum  it  up  in  a simple  phrase:  "Read  a letter  or  memo 
once  and  take  action  at  that  time.  ” 

Let  us  look  at  some  specific  approaches  to  expediting  the 
processing  of  mail  and  memos. 

Do  it  - NOW 

When  you  read  that  letter  the  first  time,  make  notes  on  a 
Post-It  slip  on  the  key  points  that  you  will  need  in  responding. 
Then  when  you  dictate  your  reply,  it  is  not  necessary  to 
reread  the  entire  letter.  It  may  only  save  you  two  or  three 
minutes  per  letter,  but  if  you  dictate  responses  to  30  letters  a 
day,  this  saves  you  90  minutes  to  use  on  more  productive 
matters. 

Use  the  same  approach  with  letters  or  memos  for  which 
you  need  additional  information.  Note  on  the  slip  what 
information  is  needed  and  the  source  from  which  you  can 
obtain  it.  This  will  save  you  rereading  that  letter  when  you 
reach  it.  If  it  is  something  that  you  intend  to  delegate,  note 
during  that  first  reading  to  whom  you  will  delegate  it  and  any 
instructions  you  wish  to  convey. 

Don’t  answer  a memo  with  another  memo 

You  receive  a memo  from  the  manager  of  another  depart- 
ment asking  you  to  give  him  the  current  inventory  of  a list  of 
items,  specifying  the  items  by  name  and  stock  number. 
Typically,  you  respond  by  writing  a memo  stating:  “Per  your 
request,  here  is  the  currenty  inventory  of  the  following  items.” 
Then  you  list  each  of  the  items  by  name  and  stock  number 
and  the  quantity  on  hand. 

It  would  be  more  effective  to  just  write  the  quantities  next 
to  the  item  name  and  number  of  the  original  memo.  This 
saves  considerable  time  and  serves  the  purpose.  In  many 
cases  copies  are  note  even  needed,  but  if  there  is  a need,  a 
photocopy  of  the  original  memo  with  your  notations  is  easy  to 
make. 


Some  time  management  specialists  recommend  that  a 
similar  approach  be  taken  to  replying  to  letters  from  outside 
the  organization.  Often  the  inquiry  made  by  the  correspon- 
dent can  be  answered  by  a single  sentence.  Why  write  an 
entire  letter?  Just  write  the  reply  on  the  bottom  of  the  letter 
you  received  and  send  it  back  to  the  sender. 

When  Ken  Thompson,  Vic  Allen’s  boss,  called  Vic  into  his 
office,  Vic  expected  to  be  praised  for  his  good  work.  Instead, 
Ken  said,  “Vic,  I have  a complaint  about  you.  Gloria  Wilson, 
the  Marketing  Manager  of  Multiproducts,  called  me  and  said 
you  had  responded  to  a letter  she  sent  to  you  in  a most 
unprofessional  manner.” 

Vic  responded:  “She  asked  me  a simple  question.  By 
writing  the  reply  on  her  letter,  look  at  all  the  time  I saved.” 

“Sometimes,”  said  Ken,  “the  image  we  present  to  our 
customers  or  the  public  is  more  important  than  time  saved. 
Unless  you  know  your  correspondent  very  well,  take  the  time 
to  write  a letter.” 

Delegate  correspondence 

Often  the  information  requested  in  a letter  or  memo  must 
be  obtained  from  a subordinate.  Instead  of  asking  the  sub- 
ordinate to  just  obtain  the  information,  give  that  person  the 
full  responsibility  of  writing  the  reply.  This  not  only  saves  you 
the  time  of  digesting  the  information  and  then  write  the  letter, 
but  gives  your  subordinate  valuable  experience  in  performing 
the  entire  task.  In  the  beginning  you  will  probably  want  to 
read  and  sign  the  final  letter,  but  once  the  subordinate 
becomes  more  and  more  familiar  with  the  areas  covered,  it 
may  not  be  necessary  for  you  to  become  involved  at  all. 

Dump  it 

Remember  Don  Michaels’  third  pile  of  papers?  These  were 
the  letters  and  memos  that  were  sent  to  him  by  other 
departments  just  to  advise  him  of  their  contents.  He  was  not 
required  to  take  any  action.  Don  gave  them  to  his  secretary 
to  file.  Why?  The  chances  are  that  he  will  never  have  to  see 
them  again.  Company  files  are  loaded  with  copies  of  such 
memos.  Dump  them!  This  may  be  a shocking  thing  to  do  in 
many  companies,  but  there  is  no  real  need  for  most  of  them. 
Obviously,  if  you  have  good  reason  to  believe  you  will  have  to 
refer  to  those  paper,  you  should  have  them  filed.  You  may  be 
concerned  that  maybe  you  will  need  them  some  time  in  the 
future.  In  the  remote  possibility  that  a file  you  discarded  is 
needed,  the  person  who  wrote  it  and  the  person  who  received 
the  original  undoubtedly  can  provide  you  with  a copy. 
Dumping  letters  and  memos  on  which  no  action  is  required 
does  not  save  you  time,  but  it  saves  considerable  time  for 
your  secretary  or  file  clerk  and  keeps  those  file  cabinets  from 
becoming  overstuffed. 

Paper  work  is  a time  .consuming  aspect  of  most  people’s 
jobs.  By  minimizing  the  amount  of  paper  work,  we  can  use 
the  time  we  save  to  perform  more  valuable  services  for  our 
company  and  make  ourselves  more  effective  in  our  jobs.  By 
looking  at  each  paper  only  once  and  taking  action  at  that 
time,  we  can  accomplish  this  goal. 


Pocket/purse  size  reprints  may  be  purchased  (10  for 
$10.00)  or  (25  for  $20.00)  from  Dale  Carnegie  & 
Associates,  Inc.  1475  Franklin  Avenue,  Garden  City, 
NY  11530 


Copyright  'C:  1988  Dale  Carnegie  & Associates,  Inc.  Garden  City,  NY.  All  rights  reserved.  No  copies  or  reprints  may  be  made. 
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SUMMER  TRACE  . . . 

A good  answer  to  some  of  the  hard  questions  your  older  patients  ask. 


a Where  can  I move  that  will  let 
me  live  independently  as  long 
vant  to,  yet  will  give  me  help  if 
I need  it?  And  what  if  I come  to  need 
complete  nursing  care  . . . would  that 
mean  another  move? 

A Summer  Trace  offers  residence 
options  of  studio,  one-  and  two- 
bedroom  independent  apartments 
with  kitchens.  If  you  need  assistance 
—a  little  or  a lot— it’s  available.  If  you 
need  a health  care  facility  for  short- 
term or  long-term  nursing  care,  it's 
right  on  the  premises.  Every  need  is 
taken  care  of  at  Summer  Trace.  No 
more  moves! 


QDoes  this  mean  that  I have  to  pay 
a large  endowment  or  entry  fee 
to  live  at  Summer  Trace?  Will  it  ruin 
my  budget  and  deplete  my  estate? 


A No,  quite  the  opposite.  Summer 
Trace  is  an  upscale  rental 
retirement  community  that  requires 
no  entry  fee  or  endowment.  For  one 
affordable  monthly  rental  price,  you 
receive  housekeeping,  24-hour 
security,  maintenance,  transportation, 
twice-daily  gourmet  dining  and  social 
programs.  You'll  be  spared  the  costly 
surprises  homeowners  get  from  old 
furnaces,  new  paint  jobs  and  a host 
of  other  unexpected  expenses. 


a On  what  basis  can  you  whole- 
heartedly recommend  my  mov- 
) Summer  Trace? 


A Summer  Trace  welcomes  the 
opportunity  to  demonstrate  why 
it  is  known  as  one  of  the  very  best  full- 
service  retirement  communities.  Call 
for  an  appointment  and  stop  by  before 
or  after  work  ...  or  on  a weekend. 
Come  see  the  beautifully  appointed 
building  with  outdoor  walking  paths, 
gardening  plots,  3-acre  stocked 
fishing  lake  and  putting  green.  You’ll 
know  why  so  many  professionals 
recommend  Summer  Trace  as  a good 
answer  to  those  hard  questions. 


SUMMER  TRACE 
RETIREMENT  COMMUNITY 


12999  N.  Pennsylvania  Street 
Carmel,  IN  46032 
(At  U.S.  31  and  131st  Street) 

(317)  848-2448 


I IM89  4 - 3 

1 To  find  out  more  about  Summer  Trace,  simply  fill  and  mail  this  coupon,  or  call  (317)  848-2448. 

I □ Mail  me  the  brochure  about  Summer  Trace. 

I [ZU  Call  me.  I want  to  talk  to  a Summer  Trace  retirement  counselor.  ( ) 

I Name  

I Address  

i City/State Zip 


ENDLESS 

VACATION 

TRAVEL 

Resort  Condominium  Rentals 


Resort  Condominiums  offer  all  the 
comforts  of  home  - and  then  some. 

• Space  and  privacy 

• Separate  bedrooms 

• Kitchen  facilities 

• Lots  of  extras 

• Seven  full  days  and  nights 

• Hundreds  of  premier  locations  throughout 
the  continental  United  States,  Hawaii, 
Mexico,  the  Caribbean  --  and  Europe 

• Affordable  rental  rates 

call  ENDLESS  VACATION  TRAVEL 
1-800-428-6011 
(In  Indiana,  1-317-876-1999) 

To  receive  your  discount,  be 
sure  to  give  the  vacation 
agent  your  client  code  #9118. 


$50  Dollars  Off 
Resort  Condominium 
Rental  Week  to 
ISMA  Members!* 


Endorsed  by  the 
Indiana  State  Medical 
Association 
oart  of 

"Your  'I  Advantage" 


Not  applicable 
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THREE  SETS  of  green  exam  tables, 
sidetables  and  waste  baskets  by 
Welch  Allen.  Excellent  condition. 
Please  call  (317)  646-8268  week- 
days from  9 a.m.  to  5 p.m. 

FAMILY  PRACTICE  PHYSICIAN 

wanted  for  part-time,  two  or  three 
days  per  week,  office  only,  occa- 
sional night  call.  Potential  $50,000 
per  year  income.  To  join  practic- 
ing physicians.  Excellent  part-time 
job  for  a physician  who  is  the  par- 
ent of  growing  children.  Green- 
field is  15  minutes  from  Indianapolis 
on  Interstate  70  and  provides  a 
rural  atmosphere.  New  office  with 
excellent  facilities.  Write:  James  T. 
Anderson,  M.D.,  400  Green  Mead- 
ows Drive,  Greenfield,  IN  46140. 

ILLINOIS  - Great  opportunity  for  an 
experienced  emergency  physician 
to  join  a career  emergency  group 
practicing  in  western  and  south- 
western suburbs  of  Chicago. 

Please  contact  Debbie  Aber  (312) 
327-0777  or  send  your  CV  to: 
Emergency  Medicine  S.C.,  2142  N. 
Sedgwick  St.,  Chicago,  IL  60614. 

INDIANA  - Excellent  opportunity  for 
an  experienced  physician  to  join  a 
career  emergency  group  practic- 
ing in  northwestern  Indiana  near 
Chicago.  Please  contact  Debbie 
Aber  (312)  327-0777  or  send  your 
CV  to:  Emergency  Medicine  S.C., 
2142  N.  Sedgwick  St.,  Chicago,  IL 
60614. 

IMMEDIATE  CARE  PHYSICIANS 
WANTED  - Need  to  be  trained 
and/or  experienced  in  areas  of 
medicine  that  deal  with  acute/ 
urgent  care,  such  as  minor  trauma, 
acute  illnesses  and  injuries  and 
physical  exams  in  all  age  groups. 
No  hospital  work.  Greater  Indian- 
apolis area.  Well-known  group. 
Good  salary/fringe  benefit  pack- 
age. Contact:  Michael  D.  Bishop, 
M.D..  FACEP,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Ste.  A, 
Bloomington,  IN  47401  - (812)  333- 
2731. 


FAMILY  PRACTICE  OPPORTUNITY  - 

BC/BE;  north  central  Indiana;  flex- 
ible ER  schedule  for  fully  accred- 
ited county  hospital  in  return  for 
exceptional  income,  opportunity 
to  set  up  own  zero  overhead  prac- 
tice, comprehensive  benefits  with 
all  factors  negotiable  to  meet 
specific  practitioner  needs.  Send 
CV  or  contact  collect:  James 
Wyatt,  Corporate  Staffing  Re- 
sources, 420  S.  Fourth  St.,  Elkhart,  IN 
46516  - (219)  522-2396. 

INTERNIST  BE/BC  - North  Shore  Inter- 
nal Medicine,  PC  is  seeking  an 
energetic  general  internist  to  enjoy 
the  benefits  of  a rapidly  expand- 
ing practice.  New  office  close  to 
hospital.  Michigan  State  Medical 
School  Campus.  Send  resume  to 
2420  First  Ave.  South,  Escanaba,  Ml 
49829  - (906)  786-1563. 

RADIOLOGIST  BC/BE  - Terre  Haute 
Regional  Hospital.  Quick  partner- 
ship, excellent  income  and  ami- 
cable working  conditions.  Con- 
tact: Benny  S.P.  Ko,  M.D.,  2929  S. 
First  St.,  Terre  Haute,  IN  47802. 

40-YEAR  FAMILY  PRACTICE  with 
building  for  sale.  Two  excellent 
hospital  facilities  near.  Call:  (317) 
643-3565  or  (317)  644-5073,  Ander- 
son, IN. 

INTERNIST  - Indianapolis  practice. 
Seeking  internist  with  an  interest  in 
geriatrics.  Excellent  salary  and 
benefits  including  CME  and  mal- 
practice. Flexible  scheduling.  CV 
to  Judy  Burnett,  4930  N.  Pennsylva- 
nia, Indianapolis,  IN  46205. 

RENT  LUXURIOUS  FLORIDA  condo- 
minium. Hutchinson  Island.  Two 
bedroom,  two  bath.  On  golf 
course,  pool,  private  beach.  Call 
Tom  Stayton,  (317)  237-4535. 

BE  A PART  of  an  exciting  new  com- 
munity developing  in  north  central 
Indiana.  A professional  complex 
intended  to  house  medical/dental 
specialists  is  currently  under  con- 


struction. Rapidly  growing  popula- 
tion of  middle  and  upper  class 
residents.  Office  space  can  be 
built  to  your  specifications.  Con- 
tact JCM  Realty:  (219)  232-2314. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Sherry  Bussel,  Midwest  Medical 
Management,  Inc.,  528  Turtle 
Creek,  North  Drive,  Suite  F-4,  Indi- 
anapolis, IN  46227  - (317)  783-7474. 

EMERGENCY  PHYSICIAN  - Excellent 
opportunity  for  experienced  emer- 
gency physician.  Full-time  position 
available  in  three-man  group  ex- 
panding to  four.  Guaranteed  rate 
of  compensation.  Malpractice 
insurance  provided.  150-bed  hos- 
pital with  15,000  ER  patients  per 
year.  C/O  Mark  G.  Doyle,  M.D., 
1000  N.  16th  St.,  New  Castle,  IN 
47362  - (317)  521-1159. 

FOR  SALE:  Lifeline  multi-function 
ECG  testing  system  and  treadmill, 
fully  automated,  for  resting  and 
stress  ECG  procedures,  capable  of 
Holter  monitoring.  Call  (317)  674- 
7771. 

EMERGENCY  DEPARTMENT 
DIRECTOR  needed  for  1 10-bed, 
financially  sound,  rural  hospital  in 
community  of  20,000.  Hospital 
seeks  well-trained,  PR-oriented 
director  to  run  well-equipped  ER 
with  14,000  visits  annually.  Board 
eligible/board  certified  in  emer- 
gency medicine  preferred;  will 
consider  experience  as  alternative. 
Send  resume  and  salary  require- 
ments to:  William  S.  Abbott,  Ex- 
ecutive Director,  Fayette  Memorial 
Hospital,  1941  Virginia  Ave.,  Con- 
nersville,  IN  47331 . 

FACULTY  POSITIONS  - Indiana  Uni- 
versity School  of  Medicine.  Faculty 
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positions  in  general  surgery  are 
currently  available.  Applicants 
must  have  completed  a general 
surgery  residency  and  have  appro- 
priate additional  training  in  their 
specialty  fields.  Specialty  areas 
being  recruited  are  general  sur- 
gery, oncologic  surgery,  peripheral 
vascular  surgery  and  trauma.  All 
positions  have  responsibility  for 
teaching  medical  students  and 
residents;  for  development  and 
maintenance  of  an  active  and 
ongoing  clinical  and  experimental 
research  program;  and  for  the 
management  of  patients.  Most  of 
the  positions  available  are  tenure- 
track  in  nature.  Contact  in  writing: 
Jay  L.  Grosfeld,  M.D.,  Chairman, 
Department  of  Surgery,  I.U.  School 
of  Medicine,  545  Barnhill  Drive  - EM 
244,  Indianapolis,  IN  46223.  I.U.  is 
an  affirmative  action,  equal  op- 
portunity employer. 


EMERGENCY  PHYSICIAN,  Terre 
Haute.  Career-oriented,  full-time 
emergency  physician,  immediate 
and  July  '89  positions  available. 
30,000  visit  ED.  Excellent  compen- 
sation, comprehensive  benefits, 
paid  malpractice.  Send  CV  or 
contact:  Sherry  Bussel,  Midwest 
Medical  Management,  Inc.,  528 
Turtle  Creek  Drive,  Suite  4,  Indian- 
apolis, IN  46227  - (317)  783-7474. 

FAMILY  PRACTICE  FOR  SALE  - Small 
town,  high  income.  Hospital  in 
town,  OB/ER/  optional.  Hospital 
may  assist  financially.  Chicago  90 
minutes.  South  Bend  60  minutes. 
Reply:  P.O.  Box  93,  Valparaiso,  IN 
46384. 

INTERNIST/OR  INTENSIVIST:  BC/BE 
to  join  a busy  three-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 


and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Position  available  immedi 
ately.  Reply:  Box  19616,  Indian- 
apolis, IN  46219. 

INDIANAPOLIS,  INDIANA  - Met- 
roHealth,  a division  of  Methodist 
Hospital,  is  seeking  board  certified 
or  board  eligible  physicians  in  OB/ 
GYN,  internal  medicine,  family 
medicine  and  dermatology  (part- 
time  position).  MetroHealth,  an 
established  multi-specialty  physi- 
cian group,  offers  an  excellent 
blend  of  practice  and  lifestyle, 
professional  liability  and  competi- 
tive salary  and  benefits.  Please 
contact:  Lowell  M.  Weiner,  M.D., 
Medical  Director,  MetroHealth, 
P.O.  Box  1367,  Indianapolis,  IN  - 
(317)  929-2713.  O 


Classified  advertising  rates 


Classified  advertisements  are  published  as  a service  to 
members  of  the  Indiana  State  Medical  Association.  Only 
ads  considered  to  be  of  advantage  to  members  will  be 
accepted.  Advertisements  of  a truly  commercial  nature 
(ie:  firms  selling  brand  products,  services,  etc.)  will  be 
considered  for  display  advertising.  All  orders  must  be  in 
writing  and  will  automatically  be  set  in  regular  classified 
type.  Box  numbers  are  not  available. 


Charges: 

* Indiana  physicians 25^/word  ($5  min.) 

* Out-of-state  physicians 35<t/word  ($7  min.) 

* Hospitals/health  care  facilities 50e/word  ($10  min.) 

* Realtors/commercial 

recruitment  and  others 75e/word  ($15  min.) 




Deadline:  Six  weeks  preceding  month  of  publication. 

Payment  procedure:  Payment  in  advance  is  not  required. 
Invoices  and  tearsheets  are  mailed  to  advertisers  upon 
publication.  Indiana  medicine  is  issued  on  the  10th  of  each 
month. 

Address:  Indiana  medicine,  3935  N.  Meridian  St.,  Indian- 
apolis, IN  46208. 

Advertisements  for  employment  containing  specifications  as 
to  race,  creed,  color,  age,  religion,  sex,  ethnic  origin  or  na- 
tional origin  may  be  unlawful  and  professionally  improper. 
Accordingly,  discriminatory  wording  is  not  acceptable  in 
Indiana  medicine.  In  such  a case,  Indiana  medicine  will 
modify  the  wording  and  notify  the  advertiser  of  the  change. 
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IMPORTANT  NOTICE 


Advertising  index 
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The  Medical  Licensing  Board  of  In- 
diana will  send  renewal  notices  May  1 
for  license  renewal  fees  due  June  30, 
1989.  There  is  no  grace  period  this  year. 
Any  physician  who  does  not  pay  his  re- 
newal fee  by  the  June  30  deadline  will 
have  to  pay  a $50  penalty  in  addition 
to  the  $50  renewal  fee.  If  you  have 
moved  since  last  receiving  your  renewal 
registration  form,  please  notify  the  Medi- 
cal Licensing  Board. 

A FINAL  REMINDER:  Failure  to  re- 
new your  license  will  render  your  license 
to  practice  medicine  invalid. 


J 


Are  you  reading  this  ad? 

So  are  thousands  of  others.  Reach 
more  than  6,000  physicians  with  a 
display  ad  in  Indiana  medicine,  the 
journal  of  the  Indiana  State  Medical 
Association. 

For  additional  information,  contact 
Indiana  medicine,  3935  N.  Meridian 
St.,  Indianapolis,  IN  46208  - (317) 
925-7545. 
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Are  you  moving? 


If  so,  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  3935  N.  Me- 
ridian St.,  Indianapolis,  IN  46208,  at  least  six  weeks  before  you  move. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 


EXCELLENCE 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Dr.  John  Stough  Bobbs  Memorial 


Why  do  Indiana  physicians 
rely  on  P Cl 
for  their  malpractice 
insurance? 

Physicians  Insurance  Company  of  Indiana  (PICI) 
was  founded  by  physicians  for  physicians.  In  fact, 

PICI  is  the  only  professional  liability  insurance 
company  sponsored  and  endorsed  by  the  Indiana 
State  Medical  Association. 

PICI  is  always  introducing  new  ways  to  better 
serve  Indiana’s  physicians  ...  from  malpractice 
insurance  ...  to  our  new  Total  Practice  Protection 
package.  For  more  information  on  either  plan,  call 
your  PICI  representative  today. 


pHV/icifln/  m/uRAnce 
compflnv  of  inDiom 


...by  and  for  medical  professionals 


3901  West  86th  Street,  Suite  350 
Indianapolis,  IN  46268 
1-800-284-PICI  • (317)  872-3046 
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Why  does 
JACKSON  & 
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physicians 
each  year 
than  any  other 
company  ? 


□ Largest  pool  of  available 
physicians  in  the  nation 


□ Network  of  7 regional  offices 
nationwide 


□ Expertise  that  produces 

unparalleled  results  in  recruiting 
quality  physicians 


□ Proven  system  that  produced 

over  1,000  placements  in  the  last  3 
years. 
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Malpractice  cap  increase 
moves  to  Senate 


A consensus  agreement  to  increase  the  cap  on  awards  to  $750,000 
from  the  Patient's  Compensation  Fund  under  the  Indiana  Medical 
Malpractice  Act  moved  to  the  Indiana  Senate  after  being  passed  by 
the  House.  The  change  would  take  effect  for  acts  of  malpractice  that 
occur  after  Jan.  1,  1990.  The  underlying  $100,000  of  coverage  will  not 
be  affected.  It  is  believed  no  increase  may  be  needed  in  the  sur- 
charge for  one  and  possibly  two  years. 

As  part  of  the  agreement  during  negotiations,  the  parties  involved 
signed  a written  statement  that  they  will  not  seek  or  support  a legis- 
lative study  committee  to  review  Indiana's  Medical  Malpractice  Act 
until  after  Jan.  1,  1993.  ISMA  leaders  considered  four  factors  in  de- 
ciding to  participate  in  negotiations  on  this  issue  with  the  Indiana 
Trial  Lawyers  Association,  the  Indiana  Hospital  Association  and  in- 
surance company  representatives. 

1.  Historically,  changes  to  the  Indiana  Medical  Malpractice  Act  have 
been  made  by  consensus  and  with  bipartisan  support.  It  is  important 
to  continue  with  this  tradition  to  keep  the  act  from  becoming  politi- 
cized. 

2.  Maintaining  the  provisions  of  the  act,  specifically  the  medical  re- 
view panel  process  and  the  statute  of  limitations,  meant  the  act  must 
not  be  considered  by  a legislative  study  committee  in  a public  forum. 
It  was  difficult  to  stave  off  changes  to  the  act  in  1985  in  a legislative 
study  committee. 

3.  There  was  a perceived  difficulty  in  justifying  publicly  the  $500,000 
cap  in  light  of  increased  health  care  costs  since  that  cap  was  set  in 
1975. 

4.  Successfully  fighting  a raise  in  the  cap  this  year  would  not  neces- 
sarily prevent  other  parts  of  the  act  from  possibly  being  changed  on 
an  annual  basis. 

After  weighing  these  factors  carefully  and  with  the  knowledge  that 
some  ISMA  members  likely  would  disagree  with  any  raise  in  the  cap, 
ISMA  moved  ahead  with  its  strategy  of  confining  discussions  of  the 
act  to  the  cap  only  and  to  do  whatever  possible  to  maintain  the  act. 

When  the  smoke  clears  from  this  session  of  the  Indiana  General  As- 
sembly, it  appears  the  cap  on  awards  from  the  Patient's  Compensa- 
tion Fund  will  be  increased  but  other  important  components  of  the 
act  will  not  be  subject  soon  to  a formal  legislative  scrutiny.  It  has 
been  this  give  and  take,  consensus  development  and  bipartisan  sup- 
port that  have  been  important  in  maintaining  the  act  throughout  its 
history.  This  same  strategy  was  utilized  in  the  1989  session.  □ 
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■ medical  museum  notes 


Charles  A.  Bonsett,  M.D. 
Indianapolis 

T he  transfer  of  the  Dr.  John 
Stough  Bobbs  Memorial  is  now  a 
reality.  It  was  moved  from  the  St. 
Clair  Street  Central  Library  of  the 


Indianapolis-Marion  County  Public 
Library  system  to  the  new  Indiana 
University  Medical  Center  Medical 
Research  and  Library  Building. 

The  memorial  to  Dr.  Bobbs,  presi- 
dent of  the  Indiana  State  Medical 
Society  (now  Association)  in  1868, 
is  the  work  of  Gutzon  Borglum, 


the  American  sculptor  who  carved 
Mount  Rushmore. 

The  transfer  of  the  memorial  was 
made  possible  by  the  cooperation 
of  Raymond  E.  Gnat,  director  of 
public  libraries,  and  members  of 
the  Indianapolis-Marion  County 
Public  Library  Board.  □ 


Photo  1 


Photo  2 


Photo  1:  The  area  reserved  for  the  Bobbs  Memorial  was  designed  to  be 
the  focus  of  attention  when  entering  the  new  library. 

Photo  2:  After  lifting  the  Bobbs  Memorial,  workmen  from  Geupel  De- 
Mars,  general  contractor  for  the  new  building,  decide  how  to  mount  it  to 
the  wall.  Left  to  right:  Scott  Day,  Howard  Allen,  Nelson  Howell,  Brian 
Courtney,  John  Gilson  and  Lucius  Richardson.  Rededication  of  the  me- 
morial is  set  for  May.  Groups  that  helped  preserve  the  Bobbs  Memorial 
include  the  I.  U.  School  of  Medicine  Class  of  1952,  the  John  Shaw  Bill- 
ings History  of  Medicine  Society  and  the  Indiana  Medical  History  Mu- 
seum. 

Photo  3:  The  Bobbs  Memorial,  which  weighs  approximately  600 
pounds,  is  mounted  to  the  wall  with  massive  bolts. 
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Trust.  It’s  something  you  have  to  earn 
with  every  prescription  you  fill. 


Every  day,  the  pharmacists  at  Peoples  Drug  Stores 
fill  prescriptions  for  customers  of  all  ages.  . . 
with  every  type  of  ailment.  That’s  a big  responsi- 
bility. . both  to  you  and  to  your  patients. 

But  after  over  80  years,  we’ve  established  a level 
of  trust  and  confidence  that  comes  only  from  doing 
a good  job.  . .and  doing  it  consistently.  Prescrip- 
tion after  prescription. 


It’s  just  another  example  of  how  Peoples 
Drug  has  served  its  customers  with  unmatched 
care  and  professionalism.  Today,  all  our 
services  reflect  our  continuing  commitment  to 
meeting  the  changing  needs  of  your  patients 
. . .who  become  our  customers. 

But  everything  we  do  begins  with  a vital 
ingredient  called  “trust.” 


the  convenience  you  want... the  SAVINGS  you  deserve 


Peoples  Pharmacists.  Working  with  you  to  help  your  patients. 


Specify  Adjunctive 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 
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We’ll  take  good  care  of  you. 


Coming  in  the  May/June  issue: 

■ Why  one  nursing  home  and  not  another7 

■ Helping  patients  with  hearing  problems 

■ How  hard  should  we  try  to  get  older  patients 
to  stop  smoking7 

■ Caring  for  diabetic  foot  ulcers 


Read  Every  Issue  from  Cover  to  Cover! 


Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation 


Contraindications  Glaucoma,  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving) 

Usage  in  Pregnancy  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence) 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated)  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function  Paradoxical  reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated, 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges  Syncope  reported  in  a few  instances.  Also 
encountered  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and  after  treatment,  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blumng  of  vision,  urinary  hesi- 
tancy, constipation  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets 
Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide, more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence 
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Roche  Products  Roche  Products  Inc 

Manati,  Puerto  Rico  00701 


In  IBS/  when  it's  brain  versus  bowel, 


IN 


Tb  insist  on 
the  brand, 
be  sure  to 
sign  on  the 
"Dispense 
as  Written" 
line  of  your 
prescription. 


ITSUMEI 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 


*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
• ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidimum  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  AH  nghts  reserved. 


Please  see  summary  of  prescnbmg  information  on  adjacent  page. 


H/W/Vtk 

HERITAGE  HOUSE 

>!  Center 

CHILD’S 
COUNTRY 


FOR  THE  MEDICALLY  DEPENDENT 
DEVELOPMENTALLY  DISABLED 


We'll  call  her  Phillipa.  She's  34  years  old.  But,  whether  one  is  3 months  old  or  34,  one 
still  needs: 

• LOVE  • LAUGHTER  • AN  OUT-STRETCHED  HAND 
• DISCOVERIES  • ACTIVITIES  • SMILES  • JOY 
• LOTS  OF  FRIENDS  • LOTS  OF  CARE 

All  of  the  above  are  provided  in  abundance  at  Indiana's  oldest  skilled  nursing 
home  for  children  through  both  short  term  and  long  term  care.  Out  of  our  staff  of 
more  than  1 25,  80%  are  in  nursing.  We  provide  therapies,  eleven  activity  clubs, 
special  diets,  developmental  programs,  and  we  have  our  own  school  on  the 
premises.  We  take  great  pride  in  treating  the  whole  child.  Visit  us  soon. 


H/\  AH 

HERITAGE  HOUSE 

i yiMfeM  Cm&r 


2325  SOUTH  MILLER  • SHELBYVILLE,  IN 
(317)  392-3287 


Respite  ( ' are  • Interim  ( 'are  • Loin/  Term  ('are 
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■ what's  new 


Marion  Laboratories  has  pub- 
lished the  198S  Marion  Managed 
Care  Digest  - PPO  edition,  a com- 
panion publication  to  Marion  Man- 
aged Care  Digest  - HMO  edition. 
Another  volume  is  scheduled  to 
appear  within  60  days.  It  is  de- 
voted to  an  update  on  financial 
data  for  HMO  and  PPO  markets. 

Eastman  Kodak  has  added  an- 
other rapid  test  to  its  line  of  Sure- 
Cell  test  kit  products.  The  office 
test  detects  chlamydia  trachomatis 
antigen  in  minutes.  Chlamydia 
trachomatis  has  been  demon- 
strated as  a major  cause  of  cervici- 
tis, urethritis,  endometritis  and 
pelvic  inflammatory  disease  in 
women.  The  tests  should  be  used 
for  testing  women  only.  Clinical 
data  on  males  are  being  collected 
and  will  be  submitted  to  the  U.S. 
Food  and  Drug  Administration. 

Janssen  Pharmaceutica,  Inc.,  a 

member  of  the  Johnson  & Johnson 
family  of  companies,  recently 
introduced  HISMANAL®  (astem- 
izole),  the  first  once-a-day  antihis- 
tamine to  provide  24-hour  protec- 
tion and  season-long  effectiveness. 
Clinical  studies  of  HISMANAL 
show  the  incidence  of  sedation  is 
comparable  to  that  of  placebo,  and 
it  does  not  lose  its  effectiveness 
throughout  the  allergy  season. 


ing  aids.  To  order  the  pamphlet, 
call  Sensory  Systems  at  1 -800-622- 
EARS  from  9 a.m.  to  6 p.m.  EST. 

The  American  Society  of  Clini- 
cal Pathologists  (ASCP)  Press  has 

published  the  first  book  that  ex- 
plores both  the  scientific  and  legal 
implications  of  testing  for  drugs 
of  abuse.  Drug  Testing  in  the 
Workplace  is  written  by  medical 
and  legal  experts.  The  book  dis- 
cusses the  purpose  and  use  of 
screening  and  confirmation  tests, 
preventive  methods  for  sample 
adulteration,  testing  in  the  frame- 
work of  the  discrimination  law- 
suit, the  need  for  testing  from  the 
employer's  point  of  view,  union 
considerations  and  NIDA  guide- 
lines. The  book  is  $35.  To  order  a 
copy,  call  1-800-621-4142. 

Medtronic  Inc.,  has  developed  a 
Disposable  Temporary  Pacemaker 
Pouch  for  use  with  temporary 
pacemakers  that  offers  increased 
patient  safety  while  contributing 
to  reduced  equipment  repair 
costs.  The  pouch  is  packaged 
individually  to  help  prevent  the 
transmission  of  antigens  from  one 
patient  to  the  next.  The  adjustable 
Velcro  strapping  allows  the  pouch 
to  be  secured  to  the  patient,  bed 
or  IV  pole,  helping  to  reduce 
damage  to  temporary  pacemakers. 


Sensory  Systems,  Inc.  has  de- 
veloped a pamphlet  that  is  avail- 
able to  medical  practitioners  at  no 
charge.  The  pamphlet,  "Hearing 
Loss  — Your  Doctor  Can  Help," 
encourages  patients  to  speak  to 
their  family  doctors  about  hearing 
problems.  This  project  is  part  of 
an  educational  effort  to  help  the 
estimated  22  million  people  who 
have  hearing  problems.  Sensory 
Systems  hopes  to  erase  the  nega- 
tive stigmas  associated  with  hear- 


News of  what  is  new  in  the 
medical  supply  industry  is 
composed  of  abstracts  from 
news  releases.  Each  item  pub- 
lished does  not  necessarily  con- 
stitute an  endorsement  of  a 
product  or  recommendation  for 
its  use  by  Indiana  medicine  or 
by  the  Indiana  State  Medical 
Association. 


Norwich  Eaton  Pharmaceuticals 

announced  the  findings  of  the 
recent  International  Conference  on 
Urinary  Tract  Infections  in  Mon- 
treal, Canada.  Norwich  Eaton's 
Macrodantin"  (nitrofurantoin  mac- 
rocrystals) was  reported  by  ex- 
perts as  being  the  ideal  agent  for 
urinary  infection  in  the  uncompli- 
cated form.  The  drug  centers  its 
antibiotic  effect  on  the  urinary 
tract  alone. 

Lederle  Laboratories  has  intro- 
duced FiberCon®,  one  of  the 
newer  bulk-forming  laxatives  for 
over  the  counter  marketing.  This 
product,  calcium  polycarbophil,  is 
a synthetic  hydrophilic  colloid 
that  when  ingested  with  water  or 
other  liquids  forms  a gelatin-like, 
colloidal  mass  in  the  intestinal 
tract.  The  increased  bulk  in  the 
stool  promotes  muscular  activity 
in  the  bowel  without  causing  local 
irritation  or  nutrient  depletion. 

Mada  Medical  Products  has 

introduced  the  2200  series  of  dis- 
posable manual  resuscitators. 
These  single-use  disposable  units 
provide  high  performance  and  are 
cost  efficient.  The  transparent 
resuscitators  feature  an  anti-lock- 
ing one-way  valve  that  prevents 
lockup  under  high-flow  condi- 
tions. These  new  units  are  avail- 
able in  adult  and  pediatric  models 
with  either  a volume  oxygen  res- 
ervoir bag  or  a flexible  hose  reser- 
voir. 

Bristol-Meyers  has  received 
approval  from  the  U.S.  Food  and 
Drug  Administration  for  market- 
ing Desyrel®DiviDose®  300  mg. 
Desyrel  is  an  antidepressant  and 
is  effective  is  relieving  depression 
and  depression  with  anxiety.  It  is 
associated  with  a low  incidence  of 
disruptive  side  effects.  □ 
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■cme  calendar 


St.  Vincent  Hospital  CME 

Heart  Association  and  the  Ameri- 

Indiana University  CME 

The  following  courses  are  con- 

can Academy  of  Pediatrics. 

The  Indiana  University  School 

tinuing  medical  education  pro- 

"The Restenosis  Summit"  will  be 

of  Medicine  will  sponsor  the  fol- 

grams scheduled  at  St.  Vincent 

held  May  11  and  12.  This  confer- 

lowing CME  courses  for  April  and 

Hospital  in  Indianapolis  for  April 

ence  will  focus  on  the  future  pros- 

May: 

and  May. 

pects  and  strategies  for  reducing 

Apr.  20  - Sports  Medicine, 

Apr.  29-30  - Seventh  Annual 

recurrence  after  coronary 

Reid  Memorial  Hos- 

Spring Seminar  in 

angioplasty. 

pital,  Richmond,  Ind. 

Dermatopathology, 

The  fee  for  this  program  is  $350 

Apr.  20-21-  12th  Annual  Arthur 

A.  Bernard  Acker- 

for physicians  and  $495  for  corpo- 

B. Richter  Confer- 

man, M.D.,  and  Pro- 

rate participants. 

ence:  Post  Trau- 

fessor E.  Wilson 

For  more  information  about  the 

matic  Stress  Disor- 

Jones, FRCP,  PRC- 

two  courses,  contact  Karen  Brown 

ders  in  Children  and 

Path,  special  guests. 

or  Debbie  DeSmyther,  Office  of 

Adolescents,  Univer- 

May 4-5  - Orthopedic  Seminar, 

CME,  G-1100  Towsley  Center,  Box 

sity  Place  Executive 

St.  Vincent  Cooling 

0201,  University  of  Michigan 

Conference  Center 

Auditorium. 

Medical  School,  Ann  Arbor,  MI 

and  Hotel,  Indian- 

May 10-12  - Midas  Rex  Institute 
Hands-on  Orthope- 

48109 or  call  (313)  763-1400. 

apolis. 

Apr.  21-23-  Advanced  Trauma 

dic  Workshop,  Sher- 

Methodist Hospital  CME 

Life  Support,  Wish- 

aton  Marten  House, 

Methodist  Hospital  will  sponsor 

ard  Memorial  Hospi- 

Indianapolis. 

the  following  continuing  medical 

tal,  Indianapolis. 

May  12  - Second  Annual  Prog- 

education events  for  April  and 

Apr.  22  - Depression:  Recog- 

ress in  Cardiology, 

May: 

nition  and  Treatment 

Westin  Hotel. 

Apr.  21-22-  Advanced  Trauma 

in  Primary  Medical 

May  26  - Annual  "500"  Ortho- 

Life Support,  Meth- 

Care Setting,  Hilton- 

pedic  meeting,  St. 

odist  Hospital,  Wile 

on-the-Circle,  Indian- 

Vincent Cooling  Au- 

Hall, Indianapolis. 

apolis. 

ditorium. 

Apr.  28-29-  Primary  Care  Gyne- 

Apr. 29  - I.U.  School  of  Medi- 

For more  information,  contact 

cology  Workshop, 

cine  1989  Scientific 

Marilyn  Soltermann,  CME  coordi- 

Methodist Hospital, 

Session,  Van  Nuys 

nator,  St.  Vincent  Hospital,  2001 

Auditorium  and 

Science  Building  and 

W.  86th  St.,  P.O.  Box  40970,  Indi- 

Wile Hall,  Indian- 

Emerson Hall,  I.U. 

anapolis,  IN  46240-0970. 

apolis. 

May  12  - 1989  Overview  of 

School  of  Medicine 
campus. 

University  of  Michigan  CME 

Solid  Organ  Trans- 

May 3-5  - New  Developments 

The  University  of  Michigan 

plantation,  Hyatt  Re- 

in Neuroradiology, 

Medical  School  will  present  two 

gency,  Indianapolis. 

University  Place 

courses  titled  "Pediatric  Advanced 

May  18-19-  24th  Annual  Batman 

Executive  Confer- 

Life Support"  and  "The  Restenosis 

Lecture,  Methodist 

ence  Center  and 

Summit."  Both  courses  will  be 

Hospital,  Audito- 

Hotel, Indianapolis. 

given  at  the  Towsley  Center  in 

rium,  Indianapolis. 

May  4-6  - Annual  Meeting  of 

Ann  Arbor,  Mich. 

May  24  - Initial  Management 

the  Indiana  Chapter, 

"Pediatric  Advanced  Life  Sup- 

of Catastrophic  Ath- 

American College  of 

port"  will  be  held  May  5 and  6.  It 

letic  Injuries,  Meth- 

Surgeons, Evansville. 

will  address  the  unique  problems 

odist  Hospital,  Audi- 

May 9-11  - Family  Practice  Up- 

of children  and  newborns  and 

torium,  Indianapolis. 

date  - Part  I 1989, 

focus  on  those  situations  most 

For  more  information,  call 

I.U.  Medical  Center, 

likely  to  result  in  cardiorespira- 

Dixie Estridge,  CME  Coordinator, 

Indianapolis. 

tory  arrest.  The  course  was  devel- 

Methodist Hospital  of  Indiana,  at 

For  information,  call  Melody 

oped  jointly  by  the  American 

(317)  929-3733. 

Dian,  (317)  274-8353.  □ 

246 


INDIANA  MEDICINE/April  1989 


nizatidine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N = 100)' 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  lor  complete  Information 

Indications  and  Usage  Axid  is  indicated  tor  up  to  eight  weeks  lor  the  treatment  o! 

active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  lour  weeks 

Axid  is  indicated  for  maintenance  therapy  lor  duodenal  ulcer  patients  at  a reduced 
dosage  ol  1 50  mg  h s after  healing  ol  an  active  duodenal  ulcer  The  consequences 
ol  continuous  therapy  with  Axid  lor  longer  than  one  year  are  not  known 
Contraindication  And  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  ol  the  dose  ol  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  ol  nizatidine 
is  similar  to  that  in  normal  sublets 

Laboratory  Tests  - False-positive  tests  lor  urobilinogen  with  Mulbstx'®  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interacbons  - No  mteracbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  hdocame.  phenytom.  and  warlann  Axid 
does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizmg  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mo)  of  aspmn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  f 50  mg  bid,  was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  ol  enteiochromaffm-like 
(ECL)  cells  in  the  gastnc  oxyrtbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  ol  /Grid  (2,000  mg/k^day,  about  330  times  the  human 
‘ ' ‘ " ‘ ‘ ‘ jnmeant  mere 

umencal  inert 

dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  ol  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  ol  a carcinogenic  potential  Tor  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  rts  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - teratogenic  Effects  - Pregnancy  Category  C Oral  reproduction 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  ol  live  letuses.  and  depressed  fetal 
weights  On  intravenous  admmistrabon  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbe 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 


used  dunng  pregnancy  only  if  the  potenbal  benefit  justifies  the  potenbal  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  In 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  admims- 
tenng  mzabdine  to  a nursing  mother 

Pediatric  Use  - Safety  and  efteebveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions  Clinical  tnals  of  mzabdine  included  almost  5,000  patients 
given  mzabdine  in  studies  of  varying  durabons  Domesbc  placebo-controlled  tnals 
included  over  1 ,900  patients  given  mzabdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals,  sweabng  (1  % vs 
0 2%),urbcana(0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  mzabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  | ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  mzabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT,  SGPT  enzymes  (greater  than  500 IU/1)  and,  in  a single  instance, 
SGPT  was  greater  than  2,000  IU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematoloqic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axi d and  another  H?-receptor  antagonist  On  previous  occasions,  this 


pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweabng  and  urbeana  were  reported  sigmficanby  more  fre- 
quently in  mzabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliabve  dermab- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  admimstrabon  of  mzabdine  have  been  reported  Because  cross-sen- 
sibvity  in  this  class  of  compounds  has  been  observed,  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvity 
to  these  agents  Rare  episodes  of  hypersensibvity  reacbons  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia,  fever,  and  nausea  related  to  mzabdine  admimstrabon  have  been 
reported 

Overdosage  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic -type  effects,  including  laenmabon,  salivabon,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respeebvely 

Treatment  - To  obtain  up-to-date  mformabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians ' Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses, mteracbon  among  drugs,  and  unusual  drug  kmebes  in  your  pabent 
If  overdosage  occurs,  use  of  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supporbve  therapy  Renal  dialysis  tor 
four  to  six  hours  increased  plasma  clearance 
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A review  of  infections 
in  day-care  centers 
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of  Medicine.  The  program  is  coordi- 
nated and  supported  by  a grant  from 
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The  ELI.  School  of  Medicine  desig- 
nates this  CME  activity  for  one  credit 
hour  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American 
Medical  Association. 

To  obtain  Category  I credit  for  this 
month's  article,  complete  the  quiz 
following  this  article. 


David  E.  Van  Reken,  M.D. 

John  Gaebler,  M.D. 

A synopsis  of  the  major  infec- 
tions that  occur  among  children 
attending  day-care  centers  (DCC) 
is  provided.  Infections  caused  by 
Shigella  species,  Hemophilus  influ- 
enza type  B,  hepatitis  A virus  and 
cytomegalovirus  represent  four 
unique  patterns  of  disease  occur- 
rence in  DCC.  An  understanding 
of  the  vulnerabilities  of  children, 
parents  and  day-care  workers 
enables  physicians  to  detect  and 
prevent  the  spread  of  certain  in- 
fections. 

Introduction 

The  number  of  infants  and  chil  - 
dren in  day-care  settings  has 
grown  phenomenally  in  the  past 
two  decades  and  will  continue  to 
increase  in  the  near  future.  Half 
of  all  mothers  with  children 
younger  than  6 years  of  age  are 
employed,  and  more  than  60%  of 
their  children  are  cared  for  out- 
side the  home. 

By  1990,  there  will  be  10.5  mil- 
lion children  younger  than  age  6 
with  employed  mothers  and  6.3 
million  children  in  out-of-home 
care.1  In  Indiana,  there  are  ap- 
proximately 1,400  to  2,100  day- 
care homes  and  more  than  700 
licensed  DCC,  ranging  in  size 
from  15  to  400  children. 

Not  only  are  there  more  chil- 
dren in  DCC,  but  it  is  becoming 
clear  that  they  experience  more 


infectious  diseases  than  children 
reared  at  home.  In  a recent  study 
from  Pittsburgh,  73%  of  children 
in  day  care,  compared  with  29% 
of  children  in  home  care,  had  at 
least  six  infections  in  their  first 
year  of  life.  Children  in  DCC  had 
an  average  of  96  days  of  illness 
per  year,  compared  with  41  days 
for  children  in  home  care.2 

DCC  are  major  community  res- 
ervoirs for  certain  contagious  dis- 
eases including  giardiasis,  hepati- 
tis A,  shigellosis  and  head  lice 
infestation.  It  is  important  for 
physicians  who  care  for  children 
to  be  aware  of  the  risks  for  infec- 
tious diseases  that  accompany  the 
decision  by  parents  to  place  their 
children  in  DCC  or  group  home 
care.  This  article  will  briefly  re- 
view the  infectious  diseases  asso- 
ciated with  DCC  (Table). 

Patterns  of  disease  spread 

Four  recognized  patterns  of 
disease  occurrence  caused  by  in- 
fectious agents  in  DCC  can  be 
identified.  The  first  pattern  is 
infectious  agents  that  affect  the 
children  who  attend,  the  employ- 
ees of  the  DCC  and  close  family 
members  of  both  children  and 
employees.  Agents  that  fit  this 
category  include  Shigella,  Giardia 
lamblia  and  viruses  that  infect  the 
respiratory  tract,  most  importantly 
the  respiratory  syncytial  virus. 

The  second  pattern  occurs  when 
only  the  children  attending  the 
DCC  become  affected.  Examples 
in  this  group  include  otitis  media. 
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Table 

Major  infections  that  may  be  transmitted  in  day  care 


Mode  of  transmission  Bacteria 


Viruses 


Parasites 


Fecal-oral 


Shigella 
Salmonella 
Campylobacter 
Escherichia  coli 


Rotaviruses  Ciardia  lamblia 

Hepatitis  A Enterobius  vermicularis 

Enteroviruses  Entamoeba  histolytica 

Cryptosporidium 


Respiratory 


Bordetella  pertussis 
Haemophilus 
infuenzae  type  B 
Mycobacterium 
tuberculosis 
Meningococcus 


Measles 

Varicella 

Respiratory  syncytial  virus 

Adenovirus 

Influenza  A & B 

Parainfluenza 

Rhinoviruses 


Person-to-person 
contact  via  skin  contact 

Scabies 

f Sarcoptes  scabiei) 


Group  A streptococci 
Staphylococcus  aureus 


Herpes  simplex 


Pediculosis 
(Pedictilus  huntanus ) 


Other 

(contact  with  urine  or  saliva) 


Cytomegalovirus 


Reprinted  with  permission  from  the  American  Academy  of  Pediatrics. 


Tinea  capitis 
Tinea  corporis 


varicella  and  Hemophilus  influenzae 
type  B diseases. 

The  third  pattern  consists  of 
diseases  occurring  in  the  adult 
contacts  of  DCC  attendees.  Atten- 
dees usually  have  an  asympto- 
matic infection  while  adult  DCC 
employees  or  parents  become  ill. 
The  classic  example  is  hepatitis  A. 

The  fourth  pattern  occurs  when 
both  the  attendees  of  DCC  and 
their  adult  contacts  have  an  incon- 
sequential infection,  but  there  are 
serious  health  problems  for  the 
fetus  of  a pregnant  contact.  His- 
torically, rubella  fits  this  pattern, 
but  the  major  concern  today  is  the 
cytomegalovirus. 

Gastrointestinal  infections 

The  overall  occurrence  rate  of 
diarrhea  among  children  in  DCC 
is  4.7  episodes  per  child -year.1 
The  three  most  prevalent  etiologic 


agents  are  Giardia  lamblia,  rota- 
virus and  Shigella  species.  The 
presence  of  children  in  diapers 
significantly  increases  the  chance 
of  spreading  gastroenteritis  in  the 
DCC. 

DCC  serve  as  the  major  reser- 
voir for  Giardia  lamblia  in  the 
United  States  today.  Surveys  of 
DCC  in  Houston  found  one-third 
of  all  attendees  excreted  cysts  at 
least  once  in  an  18-month  study.4 
Asymptomatic  children  can  har- 
bor the  protozoan  and  pass  infec- 
tive cysts  for  up  to  14  months. 
During  an  outbreak  of  diarrhea 
due  to  Giardia  lamblia,  17%  to  39% 
of  attendees  and  7%  to  25%  of 
adult  contacts  become  sympto- 
matic. Treatment  of  all  sympto- 
matic individuals  is  recommended 
with  a goal  of  parasitologic  cure. 

Available  drugs  have  moderate 
efficacy  (50%  to  85%).  Their  dis- 


advantages include  poor  toler- 
ance, bitter  taste,  nausea,  cramp- 
ing, high  cost  and  questionable 
safety.  The  chance  of  reinfection 
seems  likely.  The  need  to  treat 
asymptomatic  excretors  of  Giardia 
lamblia  cysts  is  therefore  arguable; 
we  do  not  treat  them.  The  infec- 
tion in  asymptomatic  excretors 
seems  to  be  well-tolerated  and  not 
associated  with  failure  to  thrive. 
The  best  ways  to  prevent  the  dis- 
ease are  attention  to  good  hygiene 
and  segregation  of  children  and 
staff  by  age  groups.5 

Half  of  the  diarrhea  experienced 
by  infants  and  children  in  the 
winter  months  is  due  to  the  rota- 
virus. The  attack  rate  among  at- 
tendees in  a DCC  experiencing  a 
rotavirus  diarrhea  outbreak  is  40% 
to  70%.  A major  contributing 
factor  to  the  spread  of  rotavirus 
diarrhea  is  that  children  excrete 


INDIANA  MEDICINE/April  1989 


249 


the  rotavirus  in  their  stools  two  to 
three  days  before  they  become 
symptomatic.  Thirty-two  percent 
continue  to  shed  the  virus  in  the 
first  week  and  12%  in  the  second 
week  after  their  diarrhea  ceases.6 
Oral  attenuated  rotavirus  vaccines 
are  being  evaluated  for  safety  and 
efficacy. 

Of  the  enteric  bacterial 
pathogens.  Shigella  species  have 
produced  the  most  diarrheal  dis- 
ease in  DCC.  In  Indianapolis, 
from  November  1987  to  October 
1988,  there  were  515  laboratory- 
confirmed  cases  of  Shigella  gastro- 
enteritis, with  one-third  of  the 
cases  occurring  in  22  different 
DCC. 

Most  of  the  early  isolates  in  this 
outbreak  were  multiple-drug 
resistant  Shigella  sonnei,  and  ap- 
proximately 10%  of  affected  indi- 
viduals required  hospitalization.7 
Two  negative  stool  cultures  are 
required  of  persons  with  Shigella 
gastroenteritis  before  they  can  be 
permitted  to  return  to  a DCC. 
Adult  contacts  of  children  with 
Shigella  also  are  required  by  Indi- 
ana law  to  have  two  negative 
stool  cultures  if  they  are  in  high 
risk  jobs  such  as  food  handlers, 
DCC  employees  or  health  care 
providers. 

Other  pathogens  associated  with 
DCC  gastroenteritis  include 
Salmonella  species/  Cryptosporid- 
ium4 and  Clostridium  difficile.  Spe- 
cial concentration  and  staining 
techniques  are  required  for  the 
identification  of  Cryptosporidium. 
Laboratory  personnel  should  be 
notified  when  this  parasite  is 
being  considered  as  a possible 
cause  of  disease.  A rapid  latex 
agglutination  test  for  Clostridium 
difficile  antigens  (which  does  not 
detect  toxin)  may  be  useful  for 
screening  stool  specimens  directly. 
Tissue  culture  assays  with  toxin 


neutralization  tests  are  required 
for  confirmation  of  toxin  produc- 
tion.10 

Upper  respiratory  tract  infections 

The  number  of  upper  respira- 
tory tract  infections  (URI)  and 
middle  ear  infections  among  full- 
time DCC  attendees  is  two  to 
three  times  that  of  children  reared 
at  home.  One-third  of  all  URI  and 
two-thirds  of  all  ear  infections 
among  DCC  attendees  are  directly 
attributable  to  DCC  attendance." 

In  Pittsburgh,  hospitalization  for 
myringotomy  and  tube  placement 
occurred  in  21%  of  children  in 
DCC  and  3%  of  children  in  home 
care.2  For  both  DCC  attendees 
and  nonattendees,  the  incidence  of 
URI  and  ear  infections  decreases 
as  the  children  get  older. 


Already,  nearly  a 
half  million  jobs  are 
affected  monthly  by 
the  need  to  care  for 
sick  children. 


Infants  and  children  with  mild 
to  moderately  severe  URI  and  ear 
infections  can  be  managed  with- 
out exclusion  from  the  DCC.  The 
considerations  behind  this  state- 
ment include  the  following:  1) 

URI  pathogens  are  frequently 
spread  by  asymptomatic  individu- 
als and  usually  have  already  been 
spread  to  close  contacts  in  the 
incubation  period  of  the  URI;  2) 
transferring  the  child  to  another 
environment  (relative's  home, 
home  day  care,  another  DCC) 
merely  increases  the  chances  for 
other  children  being  exposed  to 
the  URI  pathogen;  and  3)  requir- 


ing the  working  parent  to  stay 
home  to  take  care  of  the  ill  child 
seven  to  10  times  per  year  would 
pose  a tremendous  economic  bur- 
den on  the  parent.  Already, 
nearly  a half  million  jobs  are  af- 
fected monthly  by  the  need  to 
care  for  sick  children. 

Attendees  at  DCC  are  at  in- 
creased risk  for  serious  disease 
caused  by  Hemophilus  influenzae, 
type  B (HIB).  For  infants  too 
young  to  be  immunized  against 
HIB  disease,  younger  than  18 
months  old,  the  relative  risk  of 
attendees  at  DCC  is  12.3,  com- 
pared to  nonattendees  with  re- 
spect to  acquiring  FI  IB  disease.12 
The  risk  of  a secondary  case  of 
HIB  disease  occurring  in  a DCC  is 
0%  to  1.3%,  which  is  lower  than 
the  secondary  rate  among  house- 
hold contacts,  2%.  to  4%.n 

Rifampin  prophylaxis  in  DCC  is 
effective  if  used  promptly  with 
full  compliance  by  attendees  and 
DCC  employees.14  When  all  con- 
tacts are  older  than  2,  prophylaxis 
is  not  needed.  If  rifampin  pro- 
phylaxis is  instituted,  it  is  not 
recommended  for  pregnant 
women  but  should  be  given  to 
children  in  a cohort  without  re- 
gard for  previous  vaccination  with 
any  HIB  vaccine.15 

Hepatitis  A 

Among  preschool  children, 
hepatitis  A infection  is  either 
asymptomatic  or  mild.  Jaundice 
is  not  seen  in  80%  of  infected  chil- 
dren younger  than  4 years  of  age. 
On  the  other  hand,  half  of  all 
adults  are  susceptible  to  hepatitis 
A,  and  75%  will  become  clinically 
ill  with  jaundice  if  infected. 

DCC  can  be  a major  source  of 
hepatitis  A spread  in  the  commu- 
nity. In  Arizona,  42%  of  all  re- 
ported cases  of  hepatitis  A were 
either  children  attending  DCC  or 
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Therefore, 

when  hepatitis  A infection  is  diagnosed 
in  an  adult  contact  of  a DCC  attendee, 
the  DCC  director  should  be  notified. 


household  contacts  of  attendees. 18 
DCC  that  enroll  children  younger 
than  2 years  of  age  have  a greater 
than  50%  chance  of  disease 
spread,  compared  to  a 10%  risk  of 
disease  spread  in  DCC  that  enroll 
only  children  older  than  2 years  of 
age. 

Gamma  globulin,  administered 
at  the  dose  of  0.02  ml /kg  intra- 
muscularly, can  ameliorate  or 
prevent  the  disease  in  adult  con- 
tacts if  given  soon  after  exposure. 
Therefore,  when  hepatitis  A infec- 
tion is  diagnosed  in  an  adult  con- 
tact of  a DCC  attendee,  the  DCC 
director  should  be  notified.  The 
physician  also  is  required  by  Indi- 
ana law  to  report  hepatitis  A to 
the  local  public  health  depart- 
ment. Only  by  epidemiologic 
investigation  can  the  proper  inter- 
vention (extent  of  gamma  globulin 
use)  be  determined. 

Cytomegalovirus 

Between  50%  and  90%  of  chil- 
dren who  attend  DCC  acquire 
cytomegalovirus  (CMV)  infection 
with  virtually  no  risk  of  se- 
quelae.18 However,  if  the  CMV  is 
transmitted  to  a seronegative 
pregnant  mother  or  DCC  em- 
ployee, the  fetus  has  a 5%  to  15% 
chance  of  being  born  with  cy- 
tomegalic inclusion  disease  and 
suffering  permanent  neurological 
damage.  Children  who  acquire 
CMV  infection  after  birth  are  usu- 
ally asymptomatic  but  shed  the 
virus  in  their  urine  and  saliva  for 
an  average  of  nine  months.  Fa- 
thers, mothers  and  care-givers  of 
children  attending  a DCC  fre- 
quently acquire  the  infection  and 
shed  DCC-associated  strains  of 
the  CMV  in  their  urine.14 

Women  of  child-bearing  age 
should  be  warned  of  the  risk  of 
CMV  disease  as  they  enroll  their 
child  in  a DCC,  as  should  women 


who  seek  employment  in  a DCC. 
They  should  be  counseled  to  have 
a serologic  screening  test  for  anti- 
body to  CMV  if  they  are  planning 
a pregnancy  in  the  near  future. 
Seronegative  women  planning  a 
pregnancy  should  not  work  in  a 
DCC  and  should  practice  careful 
hygiene  with  infants  or  children 
who  are  potential  CMV  shedders. 

AIDS 

Human  immunodeficiency  virus 
(HIV)  infection  is  not  acquired 
through  casual  contact  such  as  the 
contact  occurring  in  classrooms  or 
in  normal  adult-child  interaction. 
HIV  infection  has  not  been  trans- 
mitted in  the  foster  home  setting 
or  in  DCC.  It  is  not  recom- 
mended that  routine  screening  for 
HIV  antibodies  be  done  on  DCC 
attendees  or  employees. 

Nevertheless,  DCC  cannot  avoid 
some  issues  regarding  acquired 
immunodeficiency  syndrome 
(AIDS).  Whether  or  not  to  enroll 
a known  HIV-positive  infant  or 
child  should  be  an  individual, 
case-by-case  decision. 

An  HIV-positive  child  without 
open  sores  and  with  good  bowel 
and  bladder  control  is  not  in  dan- 
ger of  transmitting  HIV  infection 
to  fellow  attendees.  The  child 
should  have  teachers  and  care- 
givers who  are  aware  of  the  HIV 
status  and  who  respect  the  child's 
and  the  family's  rights  to  privacy. 
Only  those  people  who  need  to 
know  should  know. 

Rather  than  the  concern  about 


the  spread  of  HIV  infection  in  the 
day-care  setting,  greater  interest 
should  be  shown  in  decreasing 
the  exposure  of  the  child  with 
AIDS  to  the  plethora  of  infectious 
agents  that  congregate  in  DCC. 

Concluding  challenge 

Children  enrolled  in  a DCC 
have  an  increased  risk  for  a wide 
variety  of  infectious  diseases. 
Health  care  professionals  need  to 
be  aware  of  the  DCC  status  of  the 
children  in  their  practice  and 
should  be  prepared  to  counsel 
parents  about  coping  with  various 
DCC-associated  infections. 

DCC  provide  essential  services 
to  the  children  of  many  families  in 
our  society.  Health  care  profes- 
sionals have  an  opportunity  to 
improve  communication  with 
DCC  and  families.  Through  edu- 
cation, the  risks  of  infectious  dis- 
eases can  be  reduced.  With  physi- 
cian input,  neighborhood  DCC 
can  become  focal  points  of  health 
education  for  large  numbers  of 
children  and  their  families.  □ 

Dr.  Van  Reken  is  clinical  assistant 
professor  of  pediatrics  at  the  Indiana 
University  School  of  Medicine.  Dr. 
Gaebler  is  assistant  professor  of  pedi- 
atrics at  the  Indiana  University 
School  of  Medicine. 
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CLOFAZIMINE 

CLONAZEPAM  ' 

Brooklyn,  N.Y. 

Category: 

Leprostatic 

Anticonvulsant 

Look-alike  and  sound-alike 

Brand  name: 

Lamprene,  Geigy 

Klonopin,  Roche 

drug  names  can  be  misinterpreted 

Generic  name: 

Clofazimine 

Clonazepam 

by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 

Dosage  forms: 

Capsules 

Tablets 

physicians'  prescriptions. 

TREXAN 

TRANXENE 

Such  misunderstandings  can 
result  in  the  administration  of  a 

Category: 

Antidote 

Antianxiety  agent 

drug  not  intended  by  the  pre- 

Brand  name: 

Trexan,  DuPont 

Tranxene,  Abbott 

scriber.  Awareness  of  such  look- 

Generic  name: 

Naltrexone  HC1 

Clorazepate  dipotassium 

alike  and  sound-alike  drug  names 

^ Dosage  forms: 

Tablets 

Tablets  J 

can  reduce  potential  errors.  □ 
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HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


CARDIZEMSR 

(diltiozem  HCj)  capsules  release 

For  hypertension 

Controls  blood  pressure2  6 
Maintains  well-being2  6 
Helps  prevent  end-organ  complications7  8 
Helps  reduce  cardiovascular  risks2  5 9 


0930A9 


Please  see  brief  summary  of  prescribing  informafion  on  nexf  page. 


Starting  Dosage: 


ft 

CoidizemSR 

90  mg 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

'Dosage  must  be  adjusted  to  each 
patient's  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CARDIZEM  SR 
(diltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  ol  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
or  third-degree  AV  block  except  in  the  presence  ot  a functioning  ventricular 
pacemaker  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission 
WARNINGS 

1 Cardiac  Conduction  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  ot  2,111  patients  or  0 43%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion A patient  with  Prinzmetal's  angina  developed  periods  ot  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  ot  diltiazem 

2 Congestive  Heart  failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  tunction  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp  dt)  An  acute  study  ot  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (election  traction 
24%  ± 6%)  showed  improvement  in  indices  ot  ventricular  tunction  without 
significant  decrease  in  contractile  function  (dp'dt)  Experience  with  the  use  ot 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  tunction  is  limited  Caution  should  be 
exercised  when  using  this  combination 

3 Hypotension  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension 

4 Acute  Hepatic  ln|ury  Mild  elevations  ot  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH,  SGOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  m|ury 
have  been  noted  These  reactions  tended  to  occur  early  after  therapy  initiation 
( 1 to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some  (See  PRECAUTIONS) 

PRECAUTIONS 

General  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals The  drug  should  be  used  with  caution  in  patients  with  impaired  lenal  or 
hepatic  function  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  ot  diltiazem  were  associated  with  hepatic  damage 
in  special  subacute  hepatic  studies,  oral  doses  ol  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  Ihe  liver  which  were  reversible  when 
the  drug  was  discontinued  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes,  however  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  ot  CARDIZEM  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and  or  conduction  (See  WARNINGS ) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS ) 

As  with  all  drugs  care  should  be  exercised  when  treating  patients  with 
multiple  medications  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase  Coadmmistiation  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  ol  biotransformation  may  result  m Ihe  competitive 
inhibition  ol  metabolism  Dosages  ol  similarly  metabolized  drugs,  particularly 
those  ot  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment , 


CARDOmSR 

(diltiazem  HCI)  capsuled release 

For  hypertension 


EFFECTIVE  MONOTHERAPY  3 
WITH  HIGH 
PATIENT  ACCEPTANCE 


may  require  adiustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels 
Beta-blockers  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  ot  CAROIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subiects  and  bioavailabilityot  propranolol  was  increased  approximately  50% 
It  combination  therapy  is  initiated  or  withdrawn  in  coniunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted  (See  WARNINGS ) 
Cimetidme:  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1 -week  course  of  cimetidme  at  1 ,200  mg  per  day  and  diltiazem  60  mg  per  day 
Ranitidine  produced  smaller,  nonsignificant  increases  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  tor  the  tirst-pass  metabolism  ot  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeli- 
dme  An  adjustment  in  the  diltiazem  dose  may  be  warranted 
Digitalis;  Administration  ot  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease  Since  there  have  been  conflicting  results  regarding  Ihe  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization  (See  WARNINGS ) 

Anesthetics:  Thp  depression  ol  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully 
Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility  A 24-month  study  in 
rats  and  a 21  -month  study  in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  lesls  No  intrinsic  ettect  on 
fertility  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits  Administration  ol  doses  ranging  from  live  to  ten  limes  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  letal  lethality  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rales  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  limes  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant  women,  theretore,  use 
CARDIZEM  in  pregnant  women  only  it  the  potential  benefit  justifies  the  potential 
risk  to  the  letus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels  It  use  ot 
CARDIZEM  is  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use  Safety  and  ettectiveness  in  children  have  not  been  established 

AOVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  tunction  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  trom  these  studies 
The  adverse  events  described  below  represenl  events  observed  in  clinical  studies 
ol  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  ol  angina  and  during  market 
mg  The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rales  in  placebo  patients  shown  for  comparison  Less  common  events  are  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  weie 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%).  and  1 AV 
block  (3%)  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related 
The  most  common  events  observed  in  clinical  studies  (ovei  2,100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  oi 
CARDIZEM  SR  Capsules  were  lie,  greater  than  1%)  edema  (5  4%),  headache 
(4  5%),  dizziness  (3  4%),  asthenia  (2  8%),  lust-degree  AV  block  (I  8%),  Hushing 
(1 7%),  nausea  (1.6%),  bradycardia  (1 5%),  and  rash  (15%) 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N = 31 5 
# pts  (%) 

Placebo 

N=211 

# pts  (%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7  6%) 

4(19%) 

dizziness 

22  (7%) 

6 (2  8%) 

edema 

19  (6%) 

2 (0  9%) 

bradycardia 

19  (6%) 

3 (1  4%) 

ECG  abnormality 

13(4  1%) 

3 (1  4%) 

asthenia 

10  (3  2%) 

1 (0  5%) 

constipation 

5 (1  6%) 

2 (0  9%) 

dyspepsia 

4(1.3%) 

1 (0  5%) 

nausea 

4 (1  3%) 

2 (0  9%) 

palpitations 

4(13%) 

2 (0  9%) 

polyuria 

4 (1  3%) 

2 (0  9%) 

somnolence 

4 (1  3%) 

alk  phos  increase 

3 (1%) 

1 (0  5%) 

hypotension 

3 (1%) 

1 (0  5%) 

insomnia 

3 (1%) 

1 (0  5%) 

rash 

3 (1%) 

1 (0  5%) 

AV  block  second  degree 

2 (0  6%) 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials  In  many  cases,  the  relation  to  drug  is 
uncertain 


Cardiovascular  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  tailure,  syncope 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SGOT.  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria 
Other:  Amblyopia,  CPK  increase,  dyspnea,  epistaxis,  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  nocturia, 
osteoarticular  pain,  impotence,  dry  mouth 
The  following  postmarketing  evenis  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established 
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To  obtain  one  hour  of  Category  I CME  credit,  answer  the  following  questions  by  circling  the  correct  answer  on 
the  answer  sheet  below.  Complete  the  application  form  and  mail  it  to:  Indiana  University  School  of  Medicine, 
CME  Division,  BR  156,  1226  W.  Michigan  St.,  Indianapolis,  IN  46223. 


1.  Which  virus  is  responsible  for  up 
to  half  of  all  the  episodes  of  diar- 
rhea occurring  among  infants  in 
the  winter  months? 

a.  Cytomegalovirus 

b.  Rotavirus 

c.  Adenovirus 

d.  Norwalk  agent 

2.  Which  viral  pathogen  occurring 
commonly  in  day-care  centers 
(DCC)  is  not  a health  risk  for  chil- 
dren or  adults,  but  is  for  the  fetus? 

a.  Cytomegalovirus 

b.  Parainfluenza 

c.  Respiratory  syncytial  virus 

d.  Enteroviruses 

3.  HIV-positive  children  older  than  3 
years  of  age  are  likely  to  transmit 
the  HIV  virus  to  fellow  attendees 
in  the  DCC  setting. 

a.  true 

b.  false 

4.  All  of  the  following  statements 
about  giardiasis  are  true  EXCEPT 
which  one? 

a.  DCC  are  the  major  reservoirs  of 
Giardia  lamblia  in  the  United 
States  today. 

b.  Children  with  giardiasis  can  ex- 
perience abdominal  discomfort, 
diarrhea,  increased  flatulence 
and  anorexia. 

c.  The  trophozoites  passed  during 
the  acute  diarrheal  stage  of  the 
illness  are  highly  infectious. 

d.  Cysts  often  are  intermittently 


Infections  in  day-care  centers 

shed  in  the  stools  of  asympto- 
matic children  with  giardiasis. 

5.  When  a preschool  aged  child,  who 
usually  attends  a certain  DCC,  has 
a mild  upper  respiratory  illness 
characterized  by  cough,  rhinorrhea 
and  rectal  temperature  of  100°F, 
he/she  should  be  excluded  from 
the  DCC  to  decrease  the  spread  of 
contagious  disease. 

a.  true 

b.  false 

6.  Which  of  the  following  statements 
about  disease  caused  by  Hemophi- 
lus influenzae  type  B (H1B)  in  the 
DCC  setting  is  true? 

a.  Invasive  HIB  disease  is  more 
likely  to  appear  in  an  infant  or 
child  who  attends  a DCC  where 
another  child  has  recently  expe- 
rienced invasive  HIB  disease 
than  in  an  infant  or  child  at- 
tending a DCC  where  no  one 
has  recently  had  HIB  disease. 

b.  Invasive  iTlB  disease  no  longer 
occurs  in  children  older  than  18 
months  after  they  have  had 
their  conjugated  HIB  vaccine. 

c.  Rifampin  prophylaxis  should  be 
given,  even  if  all  contacts  at  a 
DCC  are  older  than  2 years. 

d.  Children  older  than  18  months 
who  have  received  the  conju- 
gated HIB  vaccine  need  not 
receive  rifampin  prophylaxis. 

7.  Which  viral  disease  nas  never  been 


documented  to  be  transmitted  in  a 
day-care  or  school  setting? 

a.  Otitis  media 

b.  Varicella 

c.  AIDS 

d.  Herpes  simplex 

8.  What  percent  of  children  with 
Shigella  gastroenteritis  will  require 
inpatient  therapy? 

a.  5 

b.  10 

c.  15 

d.  20 

9.  Which  disease  has  a fecal-oral 
mode  of  transmission  and  is 
mainly  a health  risk  for  adult  con- 
tacts of  children  who  attend  DCC? 

a.  Hepatitis  A 

b.  Coxsackie  carditis 

c.  Streptococcal  pharyngitis 

d.  Pinworms 

10.  The  following  pieces  of  advice  are 
appropriate  for  a young  woman 
who  seeks  employment  at  a DCC 
EXCEPT: 

a.  Have  a physician  test  your 
CMV  status  if  you  plan  to  be- 
come pregnant  soon. 

b.  Be  sure  to  wash  your  hands 
thoroughly  between  contacts 
with  each  child  at  the  DCC. 

c.  Have  an  AIDS  antibody  test 
before  employment. 

d.  Have  a general  physical  exami- 
nation and  a TB  screening  test 
before  employment. 
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Status  epilepticus  (SE)  is  de- 
fined as  a single  seizure  lasting 
longer  than  30  minutes  or  seizures 
so  frequent  that  the  patient  does 
not  recover  to  an  alert  state  be- 
tween attacks  and  appears  to  be 
having  one  long  seizure.' 

The  largest  single  group  of  pa- 
tients having  SE  is  patients  with 
epilepsy  who  suffer  an  acute  exac- 
erbation. SE  occurs  in  4%  to  10% 
of  all  patients  with  epilepsy.21 
Some  will  have  had  recent  adjust- 
ments in  the  anticonvulsant  regi- 
men, but  15%  to  20%  will  have 
drug  levels  in  the  therapeutic 
range.1 

Other  causes  of  SE  include  in- 
fection, head  trauma,  neoplasm, 
anoxia,  metabolic  disorders  and 
toxins.  SE  generally  is  seen  in 
younger  children;  60%.  to  75%  are 
younger  than  the  age  of  3.2'4  In 
general,  50%.  of  episodes  will  be 
idiopathic  and  50%  will  have  a 
definable  cause.  The  chances  of 
discovering  an  etiology  decrease 
with  age.  Of  children  older  than 
3,  only  28%  will  have  had  an 
acute  central  nervous  system 
(CNS)  injury,  but  in  children  un- 
der the  age  of  1,  75%  will  have 
had  a CNS  insult.  Patients  in  this 
younger  age  group  may  deserve  a 
more  extensive  diagnostic 
workup.4 

SE  is  potentially  brain  damaging 


and  life  threatening.  It  has  a mor- 
tality rate  of  6%  to  18%>,  which 
varies  with  seizure  duration.  In 
one  group  of  patients,  SE  lasting 
less  than  30  minutes  carried  less 
than  a 5%.  mortality  rate,  while 
mortality  was  30%.  in  patients 
whose  seizures  lasted  longer  than 
one  hour.5 

Physiologic  changes  in  SE 

Cerebral  metabolic  changes  can 
occur  after  as  little  as  20  minutes 
of  tonic-clonic  activity.  The  par- 
tial pressure  of  oxygen  in  the  cere- 
bral cortex  falls,  producing  re- 
gional hypoxia,  which  leads  to 
nerve  cell  damage.6  In  animals, 
permanent  damage  to  the  hip- 
pocampus, amygdala,  cerebellum 
and  middle  cortical  layers  occurs 
after  one  hour  of  clinical  seizure 
activity. 7 Accumulation  of  certain 
fatty  acids  and  an  increase  in  neu- 
ronal calcium  also  may  occur  dur- 
ing prolonged  electrical  seizure 
activity.  The  toxic  effects  of  these 
changes  include  microvacuoliza- 
tion and  dissolution  of  nerve  cells 
and  astrocyte  swelling.7 

Hyperpyrexia  and  metabolic 
acidosis  are  common  sequelae  of 
SE.  The  severity  of  metabolic 
acidosis  has  not  been  correlated 
with  the  development  of  brain 
damage,  but  the  degree  of  brain 
damage  is  proportional  to  the 
degree  of  temperature  elevation. 
Endogenous  catecholamine  levels 
may  increase  markedly,  causing 
both  cardiac  arrhythmias  and 
neurogenic  pulmonary  edema. 
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A blood  leukocytosis  is  com- 
monly seen  in  SE  with  counts  as 
high  as  12,000  to  28,000  cubic  ml. 
Band  forms  are  rare,  however, 
and  may  help  in  differentiating 
whether  a leukocytosis  is  from 
seizure  or  infection.  A mild  spi- 
nal fluid  pleocytosis,  along  with 
an  increase  in  spinal  fluid  protein, 
is  seen  occasionally  secondary  to 
SE.  One  study  documents  spinal 
fluid  white  blood  cell  counts  as 
high  as  12/cubic  mm  and  reports 
another  study  in  which  counts  as 
high  as  80/cubic  mm  were  seen  in 
the  post-ictal  state.8  It  is  prudent, 
however,  to  observe  closely  a 
child  with  spinal  fluid  pleocytosis 
or  treat  with  antibiotics  until  one 
is  certain  the  patient  does  not 
have  meningitis. 

Other  metabolic  changes  affect- 
ing many  organ  systems  can  occur 
and  are  outlined  in  Table  1. 

Management 

A brief  history  and  physical 
should  be  done  to  elicit  possible 
causes  of  the  seizure.  Past  history 
of  seizure  disorder  and  recent 
changes  in  anticonvulsant  medica- 
tion are  important  points.  Recent 
history  should  focus  on  the  possi- 
bility of  infection,  toxin  or  trauma. 
A history  of  a diet  deficient  in 
pyridoxine  (e.g.,  powdered  goat's 
milk)  might  suggest  the  rare  cause 
of  pyridoxine  deficiency  as  the 
cause  of  the  seizures.3  Physical 
exam  is  important  for  signs  of 
trauma  or  pre-existing  neurologic 
disease.  Examination  of  the  head 
(size,  palpation  for  fractures), 
optic  fundi  (papilledema)  and 
skin  (tuberous  sclerosis,  neurofi- 
bromatosis, Sturge-Weber  disease) 
and  for  congenital  anomalies  may 
suggest  a cause. 

Laboratory  evaluation  may  in- 
clude blood  glucose,  electrolytes, 
calcium,  magnesium,  blood  urea 


nitrogen,  toxicology  screen  and 
serum  anticonvulsant  levels.  Lev- 
els of  hepatic  enzymes  and  ammo- 
nia may  be  useful,  particularly  in 
infants.  If  the  history  suggests 
infection,  blood  should  be  drawn 
for  culture.  If  a lumbar  puncture 
is  indicated,  it  should  be  delayed 
until  the  patient  is  stable  from  a 
hemodynamic  and  respiratory 
standpoint.  If  there  is  strong  sus- 
picion of  meningitis,  antibiotic 
therapy  should  be  initiated  rap- 
idly and  should  not  be  held  until 
after  the  lumbar  puncture.  It  is 
always  preferable  to  have  spinal 
fluid  cultures  before  the  first  dose 


of  antibiotics.  However,  if  the 
spinal  tap  places  the  unstable  pa- 
tient at  further  risk,  it  is  advisable 
to  treat  first  and  perform  the  spi- 
nal tap  when  the  patient  is  more 
stable. 

The  dose  of  antibiotics  will  not 
significantly  alter  the  spinal  fluid 
cell  count  nor  the  Gram  stain. 
Computed  tomography  (CT)  and 
magnetic  resonance  imaging 
(MRI)  scans  may  be  useful  if  the 
seizure  is  focal  or  if  trauma  is 
suspected.  If  there  is  a family 
history  of  seizures  and  sudden 
cardiac  death,  an  electrocardio- 
gram should  be  done  to  detect  the 
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Table  7 


Medical  complications  of  status  epilepticus 


Cardiovascular  complications 


Respiratory  system  failure 


Renal  failure 


Autonomic  system 
disturbances 


Metabolic/biochemical 

abnormalities 


Tachycardia,  bradycardia 
Cardiac  arrest 
Cardiac  failure 
Hypertension 
Hypotension,  shock 

Apnea 

Tachypnea 

Aspiration 

Pneumonia 

Respiratory  acidosis 

Cyanosis 

Oliguria,  uremia 
Acute  tubular  necrosis 
Rhabdomyolysis 

Hyperpyrexia 

Excessive  sweating,  vomiting 
Hypersecretion  (salivary,  tracheal) 
Airway  obstruction 

Acidosis  (metabolic,  lactate) 

Anoxemia 

Hypernatremia 

Hyponatremia 

Hyperkalemia 

Hypoglycemia 
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presence  of  a prolonged  Q-T  inter- 
val." 

As  with  any  other  serious  acute 
illness,  the  first  treatment  priority 
is  airway  maintenance  and  ad- 
ministration of  100%  oxygen.  The 
patient  should  be  positioned  to 
avoid  aspiration,  suffocation  or 
physical  injury.  A soft  nasal  air- 
way may  be  useful,  but  the  forced 
use  of  an  oral  airway,  tongue 
blade  or  metal  object  may  cause 
severe  oral  injury  and  should  be 
avoided.  If  poor  ventilation  is 
suspected  or  expected  (due  to 
medication),  the  patient  should  be 
intubated.  A rapid  sequence  tech- 
nique with  short  acting  muscle 
relaxants  is  preferred  so  the  pa- 
tient can  be  intubated  rapidly  and 
safely  and  without  the  risk  that 
ongoing  seizure  activity  will  be 
obscured  by  long-term  neuromus- 
cular paralysis.  Table  2 lists  a 
protocol  for  this  method.  Moni- 
toring should  include  heart  rate, 
nonin vasive  blood  pressure  deter- 
mination and  pulse  oximetry,  if 
available. 

To  definitively  control  the  sei- 
zure activity,  a therapeutic  con- 
centration of  a long-acting  anti- 
convulsant must  be  achieved.  The 
timing,  route  and  vigor  of  therapy 
are  the  most  important  factors 
that  will  affect  the  duration  of  the 
seizure  and  subsequent  morbidity. 

A secure  intravenous  line 
should  be  placed,  and  if  hypogly- 
cemia is  suspected,  or  confirmed 
by  rapid  test,  then  0.5  to  1 gram/ 
kg  body  weight  (2  to  4 cc/kg  of 
25%  dextrose)  should  be  admini- 
stered. Anticonvulsant  drugs 
then  can  be  given.  The  three  most 
common  classes  of  drugs  used  to 
control  seizures  are  benzodiaz- 
epenes,  phenytoin  and  barbitu- 
rates. 

Diazepam  is  the  most  common 
first-line  drug  used  for  seizure 
control.  High  central  nervous 


Table  2 


Suggested  drugs 
to  facilitate  intubation 


Sedation:  Valium,  0.1  to  0.2 
mg/kg  , or  lorazepam,  0.1 
mg/kg. 

Paralysis:  Atracurium,  0.4 
to  0.5  mg/ kg  , or  vecu- 
ronium, 0.2  mg/kg. 


system  levels  are  achieved  rap- 
idly. It  has  relatively  low  toxicity 
and  is  effective  for  many  types  of 
seizures.  The  activity  of  diaze- 
pam is  rapidly  achieved  but  of 
short  duration.  Adequate  serum 
levels  are  produced  in  one  to  two 
minutes  but  decrease  by  50%  over 
20  minutes.  The  usual  dose  is  0.3 
to  0.5  mg/kg  over  two  minutes 
up  to  10  mg  maximum  dose.  This 
dose  may  be  repeated  ir.  10  to  15 
minutes  if  seizures  persist.  Side 
effects  include  sedation,  respira- 
tory depression  (especially  if  bar- 
biturates are  given)  and  hypoten- 
sion. 

A second  benzodiazepene,  lo- 
razepam, has  become  widely  ac- 
cepted in  the  treatment  of  SE.1011 
Lorazepam  produces  its  peak 
effect  in  45  to  60  minutes,  but 
onset  of  clinical  effectiveness  is 
within  three  to  five  minutes.  The 
usual  dose  is  0.05  to  0.2  mg/ kg 
with  the  average  being  0.1  mg/kg. 
The  chief  advantage  of  lorazepam 
over  diazepam  is  its  longer  dura- 
tion of  action  with  seizure  control 
generally  lasting  two  to  eight 
hours.  The  major  side  effect  is 
drowsiness,  but  respiratory  de- 
pression, bradycardia  and  hypo- 
tension are  less  common  than 


with  diazepam. 

Since  the  benzodiazepenes  may 
not  control  the  seizure  for  a pro- 
longed time,  another  agent  usu- 
ally is  added.  Phenytoin  is  ex- 
tremely effective  for  tonic-clonic 
status.  It  has  a relatively  long- 
half-life  and  produces  equal  blood 
and  brain  levels  at  three  minutes. 
At  20  minutes,  brain  levels  exceed 
blood  levels. 

Phenytoin  should  be  given  as 
close  to  the  IV  catheter  as  pos- 
sible. The  initial  dose  is  15  to  25 
mg/kg  at  a rate  of  0.5  to  1 mg/ 
kg/minute  or  50  mg/minute  in  an 
adult.  Phenytoin  is  mixed  in  pro- 
pylene glycol,  which  is  cardi- 
otoxic.  Administration  can  cause 
bradycardia  or  hypotension.  It  is 
therefore  necessary  to  administer 
the  drug  cautiously  with  heart 
rate  and  blood  pressure  monitor- 
ing. 

The  loading  dose  of  phenytoin 
will  produce  effective  blood  levels 
for  a prolonged  time  and  mainte- 
nance doses  can  be  started  12  to 
24  hours  later.  The  therapeutic 
level  is  in  the  range  of  15  to  20 
micrograms/mL.  Phenytoin  is 
not  sedating,  which  makes  it  ideal 
in  patients  whose  mental  status 
when  not  having  a seizure  is  in 
question. 

Phenobarbital  has  a long  history 
of  usage  in  seizure  disorders  and 
is  still  quite  useful  because  of 
effectiveness  and  widespread  fa- 
miliarity with  its  use.  It  is  slowly 
absorbed  by  the  brain  paren- 
chyma and  can  require  10  to  20 
minutes  to  take  effect.  It  can 
cause  hypotension  and  respiratory 
depression.  When  used  with  di- 
azepam, it  almost  uniformly 
causes  apnea.  Intubation  before 
the  use  of  this  combination  should 
be  considered.  The  usual  dose  of 
phenobarbital  is  15  to  20  mg/kg 
given  at  0.5  mg/kg/minute. 

Several  other  modalities  can  be 
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Management  of  status  epilepticus 


Monitor-Pulse 
Blood  pressure 
Pulse  oximeter 


Airway- 100%  oxygen 
(?)  ET  tube 


Labs 

Electrolytes 
Calcium 
Rapid  glucose 
Toxic  screen 
BUN 


Establish  secure  IV  access 


Glucose  (1  gm/kg)  if  hypoglycemic  or  small  child  (<1  year) 

Give  Valium  - 0.3  mg/kg  or  Lorazepam  - 0.1  mg/kg 
Give  Dilantin  - 18-20  mg/kg  to  max  1 gram 
(give  slowly  — monitor  blood  pressure) 


If  febrile 

/ \ 

Rectal  Tylenol 

If  still  seizing 

(?)  Cooling  blanket 

Phenobarbital  - 20  mg/kg 

(?)  Iced  saline  lavage 

(airway  control  needed) 

(?)  Evaporative  cooling 

Figure  / 


If  seizures  persist: 

•Consider  increased  phenobarbital 

• Barbiturate  coma 
•General  anesthesia 

• Paraldehyde 

• Neuromuscular  blockade 


tried  if  the  usual  medications  are 
not  effective.  If  they  are  neces- 
sary, they  should  be  used  by 
medical  personnel  familiar  with 
their  use  in  a tertiary  setting. 

Paraldehyde  can  be  used  as  an 
IV  drug.  It  is  made  up  as  a 4% 
solution  (20  ml  of  paraldehyde  in 
500  cc  of  0.9%  saline).  The  thera- 
peutic dose  is  0.1  to  0.2  mL/kg/ 
hour.  The  solution  should  be 


mixed  in  glass  bottles  and  the 
tubing  changed  every  12  hours.  It 
is  contraindicated  in  patients  with 
pulmonary  edema,  acidosis,  hepa- 
titis, nephrosis  or  bleeding  ten- 
dency. 

Very  high  dose  phenobarbital  or 
barbiturate  coma  with  frequent  or 
continuous  dosing  of  short-acting 
barbiturates  also  may  be  used. 

This  mode  of  therapy  requires 


rigorous  hemodynamic  monitor- 
ing and  staff  able  to  manage  the 
complications  of  this  regimen,  as 
high  dose  barbiturates  very  com- 
monly cause  profound  hypoten- 
sion. 

General  anesthesia  also  can  be 
used,  as  well  as  pharmacologic 
neuromuscular  paralysis.  Paraly- 
sis obviously  stops  only  the  so- 
matic expression  of  the  seizure 
and  will  prevent  acidosis.  Paraly- 
sis only  partially  controls  the  hy- 
perpyrexia. If  paralysis  is  used, 
the  patient  must  have  continuous 
electroencephalographic  monitor- 
ing so  that  definitive  anticonvul- 
sant therapy  can  be  continued  and 
effectiveness  monitored. 

If  laboratory  evaluation  con- 
firms an  electrolyte  abnormality, 
this  should  be  corrected.  Hypocal- 
cemia can  be  corrected  with  10  to 
20  mg/ kg  of  calcium  chloride 
given  slowly  for  15  to  30  minutes. 
Hyponatremia  occasionally  may 
cause  seizures,  and  its  therapy  is 
controversial. 

Recent  reports  link  devastating 
neurological  consequences  with 
the  rapid  correction  of  hyponatre- 
mia.1213 This  appears  to  be  more 
common  in  patients  with  chronic 
hyponatremia,  e.g.  adults  on  diu- 
retic therapy,  than  in  patients 
with  acute  hyponatremia,  such  as 
a child  with  water  intoxication 
during  gastrointestinal  illness.  It 
therefore  seems  that  rapid  correc- 
tion in  the  acutely  hyponatremic 
child  to  a sodium  level  not  usu- 
ally associated  with  causing  sei- 
zures (115  to  120  mEq/L)  is 
probably  safe,  but  if  the  patient  is 
chronically  hyponatremic,  slow 
correction  in  the  range  of  0.5 
mEq/L/hour  is  more  appropriate 
and  does  not  contribute  to  neurol- 
ogic damage.14  Review  of  the 
literature  does  not  permit  firm 
guidelines,  and  judgment  must  be 
used  in  each  case. 
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Status  epilepticus  is  a life-threat- 
ening event.  Prompt  evaluation 
and  treatment  are  needed  to  pro- 
duce a good  outcome.  A basic 
outline  of  the  management  of  SE 
is  given  in  Figure  7.  □ 

Dr.  Hale  is  with  the  Department  of 
Pediatric  Neurology  at  Methodist 
Hospital  of  Indiana,  Indianapolis. 

Dr.  Williams  is  associate  director  of 
the  Pediatric  Intensive  Care  Unit  at 
Methodist  Hospital  of  Indiana,  Indi- 
anapolis. 


Correspondence:  Thomas  M.  Wil- 
liams, M.D.,  Methodist  Hospital  of 
Indiana,  Pediatric  Intensive  Care 
Unit,  1701  N.  Senate  Blvd.,  P.O.  Box 
1367,  Indianapolis,  IN  46202. 
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Physicians  or  residents  seeking  practice  oppor- 
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Physician  Placement  Service  at  no  charge. 

PPS  acts  as  a clearinghouse  for  communication 
between  physicians  and  recruiters  such  as  hospi- 
tals, clinics  and  physician  groups.  Since  its  estab- 
lishment in  1987,  PPS  has  assisted  many  physi- 
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March  CME 
quiz  answers 


The  following  letters  are 
the  answers  to  the  CME 
quiz  that  appeared  in  the 
March  1989  issue:  "Lam- 
bert-Eaton  Myasthenic  Syn- 
drome." 

1.  b 

2.  c 

3.  d 

4.  b 

5.  c 

V— 


6.  e 

7.  d 

8.  a 

9.  a 
10.  b 
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Radiology  Clinic: 


Ulcerated,  swollen  finger: 
Rule  out  osteomyelitis 


James  D.  Lutz,  M.D. 

Robert  Holden,  M.D. 
Indianapolis 

The  patient  is  a 31-year-old 
man  with  a history  of  chronic  psy- 
chiatric problems  who  has  had  a 
swollen  middle  finger  for  as  long 
as  he  can  remember.  He  suffered 
some  relatively  minor  trauma  to 


his  hand  four  weeks  before  pres- 
entation and  now  complains  of  ul- 
ceration and  increasing  pain  in  his 
swollen  finger. 

Physical  examination  reveals  a 
markedly  swollen,  right  third 
digit  with  erythema,  induration, 
extreme  tenderness  to  palpation 
and  "pulsing"  pain.  An  ulcer 
crater  measuring  3.5  x 2.5  cm  is 
present  along  the  lateral  aspect  of 


the  proximal  interphalangeal  joint. 
A purulent  exudate  is  also  present 
within  the  ulcer  crater.  The  ipsi- 
lateral  axillary  lymph  nodes  are 
enlarged.  His  affected  extremity 
is  neurologically  intact  with  nor- 
mal pulses.  He  is  afebrile  and  his 
physical  examination  is  otherwise 
unremarkable. 

Plain  radiographs  of  the  hand 
were  obtained  to  exclude  the  pres- 


Figure  2:  Subtraction  angiogram  film  of  hand. 
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ence  of  osteomyelitis.  An  angi- 
ogram also  subsequently  was 
obtained.  A scout  film  showing 
the  bony  changes  and  a represen- 
tative subtraction  film  in  the  mid- 
arterial  phase  are  shown. 

Given  the  patient's  history, 
physical  examination  and  radio- 
graphic  findings,  what  is  your 
diagnosis? 

Diagnosis 

1)  Congenital  arteriovenous 
malformation  of  the  third  finger; 

2)  cellulitis  with  superficial  ulcera- 
tion; and  3)  no  radiographic  evi- 
dence of  acute  osteomyelitis. 

Radiographic  findings 

The  plain  radiograph  demon- 
strates overgrowth  and  cortical 
thickening  in  the  proximal  and 
middle  phalanges  of  the  third 
digit.  An  alteration  is  located  in 
the  diaphyseal  cortical  margin  as 
well,  with  contour  irregularity 
and  increased  radiodensity.  The 
trabeculae  are  increased  in  size. 

No  periosteal  new  bone  formation 
is  present.  There  is  marked  soft 
issue  swelling,  and  the  superficial 
ulceration  is  visible. 

The  second  film  demonstrates 
enlargement  of  the  ulnar  and 
third  digital  arteries  with  an  hy- 
pertrophied capillary  bed  fed  by 
enlarged,  tortuous  arterioles. 


Early  filling  of  the  enlarged  drain- 
ing veins  is  also  noted. 

Discussion 

Arteriovenous  malformations 
(AVMs)  are  abnormal,  persistent 
vascular  embryonic  remnants. 
During  early  embryologic  devel- 
opment, future  arteries  and  veins 
normally  communicate  directly. 

As  capillary  differentiation  occurs, 
the  persistence  of  these  direct 
channels  leads  to  the  clinical 
manifestation  of  AVM. 

Anatomically,  three  principal 
types  of  arteriovenous  malforma- 
tion can  be  identified.  The  first 
type  is  characterized  by  enlarged 
feeding  arteries  with  increased 
numbers  of  arterioles.  There  is  A- 
V shunting  with  early  appearance 
of  draining  veins  angiographi- 
cally.  These  are  usually  located  in 
the  extremities,  although  they 
may  occur  in  any  organ. 

The  second  type  is  often  re- 
ferred to  as  a capillary  AVM  and 
shows  normal-sized  feeding  ves- 
sels, no  early  draining  veins  and 
intense  capillary  staining.  No 
physiologically  significant  A-V 
shunting  is  present. 

The  final  type  is  a venous 
angioma,  which  demonstrates 
normal  sized  arteries  and  capillar- 
ies, but  enlarged  tortuous  veins 
that  are  best  demonstrated  by 


retrograde  venography. 

Angiography  is  helpful  in  the 
characterization  of  these  lesions 
even  though  the  clinical  diagnosis 
may  be  obvious.  The  arterial  sup- 
ply, type  of  malformation,  degree 
of  capillary  shunting  and 
anatomic  extent  of  the  lesion  af- 
fect the  therapeutic  treatment 
options.  Surgical  resection  and 
radiologic  transcatheter  intravas- 
cular embolization  for  ablation 
should  be  considered.  Follow-up 
angiogram  post  therapy  is  also 
indicated  to  assess  the  adequacy 
of  treatment  and  to  evaluate  for 
recurrence.  □ 

From  the  Department  of  Radiology, 
Indiana  University  School  of  Medi- 
cine, Indianapolis,  Ind. 


Section  editor:  Robert  D.  Tarver, 
M.D.,  Director  of  Chest  Imaging, 
Wishard  Memorial  Hospital,  Indian- 
apolis, Ind. 
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Lyme  disease:  A 
and  an  outlook  for 


Robert  R.  Pinger,  Ph.D. 

Robert  H.  Hamm,  M.D. 

Michael  J.  Sinsko,  Ph.D. 

In  the  October  1985  issue  of 
Indiana  medicine,  an  article  titled 
"Lyme  Disease"  was  reprinted 
from  the  Delaware  Medical  Journal .’ 
Several  developments  have  oc- 
curred in  the  three  and  a half 
years  since  that  article  appeared 
that  necessitate  a more  detailed 
report  on  this  disease  and  its  sig- 
nificance for  Indiana  physicians. 

Two  of  the  more  important  de- 
velopments are  the  recognition  of 
two  confirmed  and  five  probable 
cases  of  the  disease  in  Indiana 
residents  in  the  last  two  years  and 
the  recovery  of  four  I.  dammini 
ticks  from  Indiana  deer  in  1987. 

In  this  article,  the  authors  re- 
view the  history,  clinical  features 
and  current  status  of  Lyme  dis- 
ease in  the  United  States  and  the 
Midwest.  They  also  discuss  the 
prospects  for  Lyme  disease  trans- 
mission in  Indiana,  based  on  its 
natural  history,  and  offer  recom- 
mendations for  treatment. 

Background 

Lyme  disease  is  a systemic,  tick- 
borne  illness  with  protean  mani- 
festations, including  dermatologic, 
articular,  neurologic  and  cardiac 
abnormalities.  The  current  case 
definition  for  Lyme  disease  has 
been  proposed  by  Ciesielski  el  al 2 
Borrelia  burgdorferi,  the  spirochete 
causing  the  disease,  appears  simi- 


lar to  another  spirochete,  Trepone- 
ma pallidum,  in  its  potential  to 
survive  in  the  untreated  human 
host  for  prolonged  periods  of  time 
and  to  cause  disease  in  various 
organ  systems,  in  some  instances 
after  months  or  years  of  clinical 
latency.’  Lyme  disease  usually 
begins  with  a migratory  skin  le- 
sion called  erythema  chronicum 
migrans  (ECM).  This  lesion  was 
first  described  by  the  Swedish 
physician,  Arvid  Afzelius,  who 
found  the  condition  in  1909,  in  a 
patient  bitten  by  the  ixodid  tick, 
Ixodes  ricinus.4  In  the  United 
States,  ECM  first  was  reported 
from  Wisconsin  by  Scrimenti  in 
1970"  and  subsequently  in  New 
England  during  investigations  of 
an  outbreak  of  an  unusual  ar- 
thritic disorder  in  Old  Lyme, 

Lyme  and  East  Haddam,  in  south- 
eastern Connecticut.6  Studies  of 
the  cases  from  the  Lyme,  Conn., 
areas  elucidated  the  multitude  of 
symptoms  that  characterize  dis- 
seminated Lyme  disease. 

Although  the  etiologic  agent  for 
the  disease  was  not  known  at  the 
time  the  disease  syndrome  was 
described,  evidence  pointed  to- 
ward a pathogen  transmitted  by 
ticks  of  the  genus  Ixodes A8-4  In 
1982,  Burgdorfer  and  coworkers  at 
the  National  Institutes  of  Health 
reported  that  a spirochete,  isolated 
from  Ixodes  dammini  collected  at 
Shelter  Island,  New  York,  was  the 
causative  agent  of  ECM,  and  that 
the  spirochete  also  reacted  posi- 
tively with  immunoglobulins  of 


review 

Indiana 


patients  with  Lyme  disease.10  In 
1983,  in  separate  studies,  Steere  el 
al  and  Benach  el  al  isolated  spiro- 
chetes indistinguishable  from  the 
I.  dammini  spirochete  from  lesions 
of  patients  with  ECM  and  from 
the  blood  of  patients  with  Lyme 
disease."  12  Finally,  identical  spi- 
rochetes were  isolated  from  /. 
ricinus,  the  European  species  asso- 
ciated with  the  first  recognized 
case  of  ECM  in  1909. 13 


Clinical  features  of  Lyme  disease 

The  appearance  of  the  ECM 
lesion  marks  the  beginning  of  the 
first  stage  of  Lyme  disease.  It 
usually  appears  within  three  to  32 
days  of  the  tick  bite  and  is  the 
most  important  sign  in  the  early 
stages  of  the  illness.  ECM  classi- 
cally begins  as  a red  macule  or 
papule  at  the  site  of  the  tick  bite 
and  then  extends  as  an  annular 
erythema.  As  the  lesion  expands, 
sometimes  to  an  area  with  a 12- 
inch  diameter,  the  center  may 
clear,  leaving  a reddish  elevated 
ring  whose  periphery  can  appear 
irregular  but  clearly  distinct  from 
the  surrounding  tissue.  There  can 
be  many  variations  of  this  classi- 
cal lesion.  In  addition,  about  half 
of  patients  will  develop  multiple 
annular  secondary  lesions  within 
several  days  of  the  appearance  of 
ECM. 

Accompanying  ECM  may  be 
some  or  all  of  the  following  non- 
specific signs  and  symptoms: 
malaise,  fatigue,  headache,  fever, 
chills,  arthralgias,  myalgias  and 


( 
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regional  lymphadenopathy.  Stiff 
neck,  photophobia  and  dysesthe- 
sias, as  well  as  other  signs  and 
symptoms,  also  can  occur.  ECM 
and  the  secondary  lesions  usually 
fade  within  three  to  four  weeks, 
although  this  may  occur  sooner, 
or,  on  occasion,  it  may  take  sev- 
eral months.61415 

The  second  stage  of  Lyme  dis- 
ease begins  weeks  to  months  after 
the  onset  of  ECM.  Neurologic 
manifestations  are  seen  in  ap- 
proximately 15% 
to  30%  of  pa- 
tients. The  range 
of  possible  ab- 
normalities is 
broad  and  can 
include  unilat- 
eral or  bilateral 
Bell's  palsy,  cra- 
nial neuropath- 
ies, unilateral  or 
bilateral  radicu- 
lopathic  syndromes,  aseptic  men- 
ingitis, acute  or  chronic  encepha- 
litic syndromes  (sometimes  with 
dementia  and/or  seizures)  and 
encephalomyelitis  or  transverse 
myelitis.141617  Cardiac  manifesta- 
tions are  seen  in  about  5%  to  8% 
of  cases.  The  most  common  clini- 
cal sign  is  fluctuating  degrees  of 
atrioventricular  block.  Other  pos- 
sible abnormalities  include  acute 
myopericarditis,  left  ventricular 
dysfunction  and  cardiomegaly.1418 

Arthritis  is  the  most  dominant 
manifestation  of  the  third  stage  of 
the  disease,  occurring  in  approxi- 
mately 60%  of  patients  weeks  to 
years  after  the  ECM  stage.  The 
arthritis  tends  to  be  recurrent.  It 
primarily  affects  the  large  joints 
(most  commonly  the  knees),  al- 
though arthritis  involving  both 
large  and  small  joints  also  occurs. 
About  10%  of  patients  develop 
chronic  arthritis.1514  In  addition  to 
the  arthritis,  certain  neurologic 


conditions  may  appear  months  to 
years  after  initial  infection  and 
thus  fall  into  the  third  stage  of  the 
disease.  These  conditions  include 
multiple  sclerosis-like  demyeli- 
nating  illnesses,  various  psychiat- 
ric disorders  (primarily  reported 
in  children  infected  before  the  age 
of  10)  and  conditions  character- 
ized by  episodic,  often  incapacitat- 
ing fatigue  lasting  days  to 
weeks.15 

Any  of  these  clinical  manifesta- 


tions can  occur  in  isolation.  They 
also  can  be  recurrent.  In  addition, 
subclinical  infections  may  be  a 
common  occurrence.20  Untreated 
asymptomatic  individuals  appear 
to  be  at  risk  for  late  complications 
of  the  disease.15 

Acquiring  Lyme  disease  during 
pregnancy  continues  to  be  cause 
for  concern.  Transplacental  trans- 
mission of  B.  burgdorferi  can  occur, 
and  fetal  deaths  and  malforma- 
tions occurring  after  the  mother 
became  infected  with  the  spiro- 
chete have  been  reported.  A re- 
cent report  documents  transmis- 
sion of  B.  burgdorferi  from  mother 
to  fetus  during  the  first  trimester 
of  pregnancy  with  resulting  over- 
whelming spirochetosis  in  the 
fetus  and  intrauterine  death  near 
term.21  The  need  for  rapid  diag- 
nosis and  treatment  of  maternal 
infection  may  be  critical  for  the 
prevention  of  fetal  damage  due  to 
intrauterine  infection.  It  has  been 


recommended  that  women  who 
acquire  Lyme  disease  be  treated 
promptly  with  penicillin.22 

Diagnosis  is  based  on  clinical 
signs  and  symptoms  and  the  re- 
sults of  serologic  testing.  Several 
commercial  laboratories  and  the 
Indiana  State  Board  of  Health 
laboratory  perform  this  testing.  A 
significant  proportion  of  Lyme 
disease  patients,  perhaps  two- 
thirds,  will  not  recall  having  a tick 
bite,  which  is  not  surprising  given 
the  small  size  of 
I.  dammini  and  it 
may  not  stay 
attached  for  long 
periods  of  time.25 

Currently,  an- 
timicrobial ther- 
apy with  oral 
tetracycline  is  rec- 
ommended for 
patients  with 
early  manifesta- 
tions of  Lyme  disease;  children 
and  pregnant  women  should  be 
treated  with  penicillin.25  24  25 

According  to  one  report,  com- 
plications associated  with  the  sec- 
ond and  third  stages  of  the  illness 
did  not  occur  in  patients  treated 
with  tetracycline  but  were  ob- 
served occasionally  in  patients 
who  received  penicillin  or  eryth- 
romycin.26 Some  patients  treated 
early  in  their  illnesses  reportedly 
have  become  reinfected.2" 

Because  the  results  of  serologic 
tests  for  Lyme  disease  are  often 
negative  during  the  first  few 
weeks  of  infection,  the  diagnosis 
should  be  made  on  the  basis  of 
clinical  criteria,  and  treatment 
should  be  started  immediately.  If 
the  infection  is  recognized,  early 
antibiotic  therapy  may  prevent 
subsequent,  potentially  serious, 
clinical  manifestations  of  the  ill- 
ness.26 

Manifestations  of  the  later 


The  most  common  clinical  sign  is 
fluctuating  degrees  of  atrioventricular  block. 
Other  possible  abnormalities  include 
acute  myopericarditis,  left  ventricular 
dysfunction  and  cardiomegaly. 
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stages  of  Lyme  disease  may  re- 
spond to  therapy  with  antibiotics 
and  other  drugs,  although  some 
late  complications  can  be  refrac- 
tory to  treatment.15  Treatment 
recommendations  for  all  of  the 
stages  of  Lyme  disease  are  dis- 
cussed in  a recent  article.25 

Lyme  disease  in  America 

Reporting  of  Lyme  disease  cases 
by  stage  began  in  1980  when  226 
cases  were  reported  from  14  states 
and  the  District  of  Columbia.27  By 
1982,  it  became  apparent  that  re- 
ports were  coming  from  three 
geographical  areas:  The  east  - 
Connecticut,  Delaware,  Georgia, 
Maryland,  Massachusetts,  New 
Jersey,  New  York,  Pennsylvania 
and  Rhode  Island;  the  Midwest  - 
Minnesota  and  Wisconsin;  and  the 
West  - California,  Nevada  and 
Oregon. 

Bv  1984,  Lyme  disease  had  be- 
come the  most  commonly  re- 
ported tick-borne  illness  in  the 
United  States;  1,498  cases  were 
reported  from  21  states.28  Through 
1986,  a total  of  5,731  cases  had 
been  reported  to  the  Centers  for 
Disease  Control  (CDC),  of  which 
approximately  4,500  had  occurred 
since  the  beginning  of  1984,  and 
Lyme  disease  had  been  reported 
from  32  states.2 

A provisional  total  of  2,410 
cases  has  been  reported  to  the 
CDC  for  1987,  and  Lyme  disease 
has  now  been  reported  from  43 
states  (Ted  Tsai,  Division  of  Vec- 
tor-borne Diseases,  CDC,  personal 
communication). 

Lyme  disease  has  become  an 
international  health  concern. 

Cases  have  been  reported  from 
most  European  countries,  Austra- 
lia24 and  more  recently  from  Ja- 
pan'" and  possibly  Africa.51 

Since  the  discovery  of  the  first 
ECM  lesion  in  Wisconsin,  growing 


concern  exists  about  the  extent  to 
which  Lyme  disease  might  even- 
tually spread  in  the  north  central 
United  States.  Dryer  and  his  col- 
leagues at  the  University  of  Iowa 
were  the  first  to  express  this  con- 
cern when  they  reported  three 
cases  of  Lyme  disease  in  patients 
from  Wisconsin.32 

Currently,  the  Midwestern  focus 
of  Lyme  disease  has  epicenters  in 
Wisconsin  and  Minnesota,  which 
have  reported  623  cases  and  328 
cases  respectively  for  1980 
through  1986.  However,  scattered 
cases  have  been  reported  from 
Michigan,  Illinois,  Ohio,  Missouri 
and  Iowa.2 


By  1984, 

Lyme  disease  had 
become  the  most 
commonly  reported 
tick -borne  illness  in 
the  United  States. 


This  distribution  of  the  disease 
is  closely  correlated  with  the  dis- 
tribution of  its  principal  tick 
vectors,  1.  dammini  in  New  Eng- 
land and  the  Midwest,  and  Ixodes 
pacificus  in  the  West.7  ih  However, 
evidence  exists  that  the  lone  star 
tick,  Amblyomma  americanum,  may 
be  involved  in  disease  transmis- 
sion in  some  areas.34 

Isolations  of  B.  burgdorferi  also 
have  been  made  from  the  Ameri- 
can dog  tick,  Dermacentor  vari- 
abilis,  the  rabbit  tick,  Haema- 
physalis  leporispalustris,  and  the  cat 
flea,  Ctenocphalides  felis .35-3h  How- 
ever, the  importance  of  these  ar- 
thropods as  vectors  of  Lyme  dis- 
ease awaits  investigation. 

Until  1986,  the  distribution  of  /. 
dammini  in  the  Midwest  appar- 


ently was  confined  to  east  central 
Minnesota  and  northwestern  Wis- 
consin.'7'38 Only  occasional  excep- 
tions occurred  when  vacationers 
to  these  areas  discovered  ticks  on 
themselves  or  their  dogs  after 
returning  home  to  neighboring 
states. 

However,  since  1986,  independ- 
ent investigators  have  been 
finding  I.  dammini  ticks  in  increas- 
ing numbers  in  nearby  states  and 
also  reporting  occasional  cases  of 
Lyme  disease. 

In  1986,  nine  I.  dammini  adults 
were  collected  on  the  Upper  Pen- 
insula of  Michigan,  where  five 
Lyme  disease  cases  were  reported 
(Neil  Pennington,  Michigan  De- 
partment of  Health,  personal  com- 
munication). In  1986  and  1987,  /. 
dammini  ticks  were  collected  from 
dogs  and  deer  in  northern  and 
eastern  Iowa  (Nixon  Wilson,  Uni- 
versity of  Northern  Iowa,  personal 
communication).  In  1987,  two 
adult  specimens  were  collected 
from  deer  in  Illinois  (John  Bouse- 
man,  Illinois  Natural  History  Sur- 
vey, personal  communication). 

In  1988,  I.  dammini  ticks  were 
found  on  numerous  deer  in  Ogle 
and  Rock  Island  counties  in  Illi- 
nois, suggesting  the  probable  es- 
tablishment of  populations  in  that 
state  (Uriel  Kitron,  University  of 
Illinois,  personal  communication). 

In  1987,  four  specimens  were 
collected  from  deer  in  northern 
and  western  Indiana,  but  no 
specimens  were  found  in  1988. 

No  I.  dammini  have  been  reported 
from  Ohio,  but  numerous  speci- 
mens have  been  collected  in  Erie 
County,  Pennsylvania,  which  bor- 
ders on  northeastern  Ohio  (Rich- 
ard Berry,  Ohio  Department  of 
Health). 

Lyme  disease  in  Indiana 

Since  1983,  10  confirmed  and 
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probable  cases  of  Lyme  disease 
have  been  reported  in  Indiana 
residents  (Table).  It  is  reasonable 
to  believe  additional  cases  have 
not  been  recognized.  The  re- 
ported cases  have  occurred  in 
people  living  in  various  parts  of 
the  state. 

Although  some  of  these  indi- 
viduals may  have  acquired  their 
infections  during  visits  to  other 
areas  of  the  country,  evidence 
exists  that  endemic  transmission  is 
occurring  in  Indiana.  Ages  of  the 
patients  ranged  from  2 to  72. 

Four  patients  were  younger  than 
15  years  of  age.  Six  of  the  cases 
were  males,  and  four  were  fe- 
males. Seven  of  the  10  cases 
(63%)  were  reported  during  1987 
and  1988.  This  could  represent  an 
actual  increase  in  the  incidence  of 
the  infection,  an  increased  recog- 
nition of  the  disease  by  physi- 
cians, or  a combination  of  these 
two  factors. 


Table 


Confirmed  and  probable  cases  of  Lyme  disease  in  Indiana  residents 
by  year  of  report,  county  of  residence  and  location  of  possible  out-of- 
state  tick  exposure  from  1983  to  1988. 


Year  of 

Confirmed  or 

County  of 

Possible  out- 

report 

possible  case* 

residence 

of-state  location 
of  tick  exposure 

1983 

Probable 

Marion** 

1983 

Confirmed 

Marion 

Kentucky 

1985 

Probable 

Jasper 

1987 

Probable 

Vanderburgh 

1987 

Probable 

Wayne 

1987 

Probable 

Franklin 

Wisconsin 

1987 

Confirmed 

Allen 

Wisconsin 

1987 

Probable 

Henry 

1988 

Probable 

Vermillion 

1988 

Confirmed 

Marion 

New  Jersey 

^Confirmed  case:  ECM  plus  a positive  serological  test  indicating 
infection  with  B.  burgdorferi. 


Probable  case:  Positive  serological  test  indicating  infection  with  B. 
burgdorferi  plus  the  presence  of  one  or  more  of  the  recognized  clini- 
cal manifestations  of  Lyme  disease,  for  example,  arthritis,  heart  block 
or  Bell's  palsy,  that  cannot  be  explained  on  the  basis  of  some  other 
disease  process. 


"This  patient  was  lost  to  follow-up  before  a travel  history  could  be 
obtained. 


Significance  to  public  health 

The  extent  to  which  Lyme  dis- 
ease will  become  a significant 
public  health  problem  in  Indiana 
depends  on  several  factors.  The 
most  important  of  these  factors  is 
the  degree  to  which  I.  dammini  is 
able  to  become  established  in  the 
state. 

Studies  in  New  England  have 
shown  the  establishment  of  herds 
of  white-tailed  deer  (Odocoileus 
virginianus)  have  preceded  /.  dam- 
mini  tick  populations39,40'4142  and  a 
positive  correlation  between  the 
abundance  of  I.  dammini  larvae 
and  the  density  of  deer  pellets  has 
been  reported.41  More  recently,  a 
reduction  in  I.  dammini  popula- 
tions was  recorded  following  the 
elimination  of  deer.43  Deer  popu- 
lations in  Indiana  have  been 
steadily  growing  since  1950.44 
The  number  of  hunter-harvested 


deer  has  doubled  since  1982  and 
is  now  at  an  all-time  high  (Craig 
Albright,  deer  biologist,  Indiana 
Department  of  Natural  Re- 
sources). 

A second  factor  in  the  establish- 
ment of  Lyme  disease  in  Indiana 
is  the  abundance  of  white-footed 
mice,  Peromyscus  leucopus,  which 
serve  as  a host  for  the  larval  stage 
of  I.  dammini  and  as  a reservoir 
for  B.  burgdorferi. 45Ab  Unfortu- 
nately, white-footed  mice  are 
abundant  throughout  Indiana. 


The  importance  of  other  wildlife 
in  the  maintenance  of  the  disease 
in  nature  is  unknown. 

In  summary,  there  is  little  rea- 
son to  think  that  Lyme  disease 
will  not  become  established  in 
Indiana.  However,  even  in  the 
unlikely  case  that  Lyme  disease 
transmission  remains  a rare  event 
hr  Indiana,  physicians  must  be 
aware  of  the  possibility  that  pa- 
tients may  have  Lyme  disease 
after  traveling  to  regions  where 
Lyme  disease  is  indigenous. 
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Advice  to  physicians 

Lyme  disease  is  occurring  in 
Indiana  residents.  As  is  evident 
from  the  discussion  above,  it  has 
the  potential  to  cause  significant 
morbidity  in  some  patients.  How- 
ever, early  diagnosis  and  initiation 
of  antibiotic  therapy  may  prevent 
the  occurrence  of  serious  illness. 
Physicians  in  the  state  need  to  be 
aware  of  this  disease  and  its  mul- 
tiple clinical  presentations  so  it 
can  be  recognized  promptly  and 
the  patient  started  on  appropriate 
treatment.  Physicians  and  their 
office  staffs  can  perform  a valu- 
able service  by  educating  their 
patients  on  measures  to  prevent 
tick  bites  and  by  promptly  report- 
ing suspected  and  confirmed  cases 
to  public  health  officials  as  re- 
quired by  Indiana  law.  □ 

Dr.  Pinger  is  a professor  in  the 
Department  of  Physiology  and  Health 
Science,  Ball  State  University,  Man- 
cie, Ind.  Dr.  Hamm  is  with  the 
Acute  Disease  Division,  Indiana 
State  Board  of  Health,  Indianapolis, 
Ind.  Dr.  Sinsko  is  with  the  Division 
of  Sanitary  Engineering,  Indiana 
State  Board  of  Health,  Indianapolis, 
Ind. 


Correspondence  ami  reprints: 

Robert  R.  Pinger,  Ph.D.,  Professor, 
Department  of  Physiology  and  Health 


Science,  Ball  State  University,  Man- 
cie, IN  47306. 
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Take  Two. 

One  for  the  Front  Office.  One  for  the  Back. 
And  Call  Us  in  the  Morning.  1-800-444-6244. 


(Treatment  of  Choice  for  Office  Information  Management  Migraines.) 


INDICATIONS  AND  USAGE:  Medical  Accounts  Group,  Inc 
is  indicated  for  the  relief  of  Office  Information  Management 
Migraines.  It  has  been  demonstrated  that  our  services  and 
products  provide  greater  benefits  than  conventional  office 
management  methods. 

Patients  using  this  treatment  should  receive  the  following 
information  and  instructions  concerning: 

1.  Accounts  Receivable  Management 

• our  full  service  bureau  billing  includes  account 
administration  and  patient  inquiry  management. 

• our  MACS  (Medical  Accounting  Control  Software)  on 
a turnkey  computer  system  includes  hardware,  installation, 
documentation,  training  and  support 

2.  Patient  Charting  Management 

• our  SmartChart®  Medical  Charting  Software  supports 
history  and  physicals,  daily  notes,  discharge  summaries, 
prescriptions,  hospital  orders,  and  insurance  summaries 
with  home-to-office-to-hospital  portability.  Medical 
reference  data  bases  are  also  available. 

3.  Office  Accounting  Management 

• includes  our  MACSwriter  Report  Writer.  Uniplex  Word 
Processing,  and  RealWorld  accounts  payable,  payroll, 
inventory,  general  ledger,  and  spreadsheet  software. 


4.  Software  Support  and  Management 

• our  MACS  and  SmartChart  software  are  company-owned 
and  maintained  in-house  hy  our  expert  programming 
staff.  Support  is  available  for  all  other  software  products 

5.  Supplies  and  Forms  Management 

• our  data  processing  supplies  and  forms  are  available 
with  volume  discounts  intact 


CONTRAINDICATIONS:  None.  Clinically  tested  Proven 
dependable. 

PRECAUTIONS:  None.  The  first  medication  proved  safe  and 
effective  for  Office  Information  Management  Migraines  for 
all  patients  regardless  of  age.  sex,  or  underlying  conditions. 

DOSAGE  AND  ADMINISTRATION:  Each  tablet  contains 
the  maximum  strength  permitted  by  law.  Administer  only 
after  consultation  with  a Medical  Accounts  Group.  Inc. 
authonzed  representative. 

HOW  SUPPLIED:  By  people  with  a caring  attitude,  a high 
level  of  professional  expertise  and  a strong  long-term 
commitment  to  client  service,  training  and  support 


IN  (317)  923-3046  - CSA  (800)  444-6244  - FAX  (317)  921-3332 


The  use  of  analgesics 
for  cancer  pain 


Wayne  O.  Evans,  Ph.D. 
Indianapolis 

Editor's  note:  This  is  the  third  in  a 
monthly  series  of  six  articles  about 
cancer  pain. 

T he  goal  for  the  management 
of  cancer  pain  is  to  produce  as 
much  pain  relief  as  is  desired  by 
the  patient  with  a schedule  of  ad- 
ministration that  prevents  the  oc- 
currence of  pain  and  provides  the 
fewest  side  effects. 

Basic  principles 

• Always  individualize  the 
treatment  regimen.  Patients  vary 
greatly  in  their  response  to  anal- 
gesic medications,  their  tolerance 
of  pain  and  discomfort,  the  state 
of  their  disease  and  their  benefit 
from  nonpharmacological  meth- 
ods of  pain  relief. 

• Always  combine  therapies 
whose  mechanisms  of  action  are 
based  on  different  principles.  A 
synergy  will  occur.  This  will  al- 
low the  side  effects  from  any  one 
of  the  approaches  to  be  mini- 
mized. It  is  entirely  proper  for  a 
physician  to  prescribe  physical 
methods,  such  as  an  exercise  pro- 
gram or  ice  massage,  while  a pa- 
tient practices  self-hypnosis  and, 
simultaneously,  uses  analgesic 
drugs.  The  use  of  adjuvant  medi- 
cations should  be  the  rule  rather 
than  the  exception. 

• Start  with  weaker  drugs,  such 
as  nonsteroidal  anti-inflammatory 


drugs  (NSAID),  and  advance  to 
stronger  ones  as  required.  This 
procedure  is  intended  to  reduce 
the  adverse  impact  of  side  effects 
associated  with  more  potent 
drugs. 

• In  using  narcotic  drugs,  titrate 
the  dose  upward  until  relief  is 
obtained.  Patients  vary  widely  in 
the  amount  of  narcotic  required  to 
give  them  pain  relief.  It  is  not 
unusual  to  see  a 10-fold  difference 
in  required  dose  for  different  indi- 
viduals. Using  upward  titration,  a 
physician  usually  can  advance  to 
the  point  where  the  patient  will 
have  satisfactory  pain  relief. 

• Determine  the  time-action  of 
the  drug  for  a particular  individ- 
ual. Much  individual  variation 
can  be  seen  in  the  ability  of  pa- 
tients to  metabolize  drugs.  For 
example,  though  the  average  half- 
life  of  morphine  is  three  hours, 
one  standard  deviation  is  1.2 
hours  on  either  side  of  that  time. 
This  indicates  that  two  or  three 
patients  out  of  every  100  will  me- 
tabolize morphine  with  a half-life 
of  less  than  one  hour. 

The  easiest  way  to  determine 
the  time-action  of  the  drug  is  to 
ask  the  patient,  first,  if  he  ever 
receives  adequate  relief  and,  sec- 
ond, if  the  pain  returns  before  the 
time  of  the  next  drug  administra- 
tion. To  develop  an  adequate 
maintenance  schedule,  first  use 
short-acting  narcotics,  so  a stable 
blood  level  can  be  reached  rap- 
idly. It  takes  between  four  and 
five  doses  of  a drug  administered 


at  its  half-life  for  a stable  blood 
level  to  be  obtained.  The  use  of 
long-acting  substances  unneces- 
sarily prolongs  the  time  to  stable 
state.  After  the  appropriate  dose 
and  schedule  of  administration 
have  been  decided  by  the  use  of 
pro  re  nata  medications,  then  the 
preferable  procedure  is  to  place 
the  patient  on  a fixed  interval 
schedule  of  administration.  This 
procedure  is  done  so  the  pain 
never  recurs.  When  this  type  of 
schedule  is  followed,  the  patient's 
anxiety  and  anger  are  reduced 
because  he  no  longer  fears  the 
return  of  his  pain. 

• The  patient  should  have  ade- 
quate "rescue"  measures.  The 
patient's  pain  will  vary  as  a func- 
tion of  his  activities  of  daily  living 
and  other  causes.  Therefore,  it  is 
wise  to  have  short-acting  narcotics 
available  to  the  patient  for  use  as 
"rescue"  medications. 

• Whenever  possible,  use  oral 
rather  than  parenteral  administra- 
tion. Oral  administration  is  sug- 
gested because  it  is  much  easier 
on  the  patient. 

Information  on  the  use  of  pain 
medications  may  be  obtained  in 
Handbook  on  the  Rational  Use  of 
Medications  for  Pain  by  G.M.  Aro- 
noff  and  W.O.  Evans  (Della  Corte 
Publications  Inc.,  19871).  This 
book  is  free  and  may  be  obtained 
from  your  local  representative  of 
Winthrop  Pharmaceuticals  or  by 
contacting  Medical  Information  of 
Winthrop-Breon  Laboratories. 
Other  major  sources  of  informa- 
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tion  are  The  Pharmacological  Basis 
of  Therapeutics,  (A.G.  Gillman,  L.S. 
Goodman,  T.W.  Rowell,  F.  Murad, 
editors;  MacMillan;  19852)  and 
Cancer  Pain,  the  Medical  Clinics  of 
North  America,  (R.  Payne,  K.M. 
Foley,  editors;  W.B.  Saunders  Co; 
March  19873). 

These  books  include  descrip- 
tions of  drugs,  relative  potencies, 
oral  to  parenteral  ratios  and  aver- 
age half-lives. 

The  use  of  nonsteroid 
anti-inflammatory  drugs 

This  group  of  medications  is  the 
first  line  in  the  management  of 
cancer  pain.  Aspirin  is  the  best- 
known  drug  of  this  series.  Aspi- 
rin predominantly  has  its  effect  by 
the  blocking  synthesis  of 
prostaglandins.  Prostaglandins 
have  been  implicated  as  a major 
part  of  a pain  process  in  bone 
tumors.4 

The  use  of  animal  models  has 
shown  that  aspirin  inhibits  bone 
tumor  growth.  Aspirin  and  the 
other  NSAID  are  limited  in  their 
effectiveness  due  to  a ceiling  ef- 
fect. For  aspirin,  the  ceiling  is 
approximately  1,000  mg  for  anal- 
gesia. Up  to  four  grams  a day 
may  be  taken  for  inflammatory 
disorders.  The  utility  of  aspirin 
and  the  other  NSAID  may  be  lim- 
ited by  their  effect  on  blood  co- 
agulation in  patients  with  throm- 
bocytopenia or  bleeding  disorders. 

The  response  to  various  NSAID 
may  be  different  for  different  pa- 
tients. Therefore,  for  the  patient 
having  mild  to  moderate  pain,  the 
physcian  should  switch  the  pa- 
tient from  one  drug  to  another  as 
soon  as  an  adequate  trial  for  each 
drug  has  been  attempted.  In  pa- 
tients with  terminal  disease,  phen- 
ylbutazone may  be  of  particular 
value.  For  patients  in  a terminal 
phase,  the  possible  blood  dyscra- 
sias  are  less  important. 


Acetaminophen  is  equianalgesic 
and  antipyretic  to  aspirin  and  the 
other  NSAID.  However,  it  is  a 
very  weak  inhibitor  of  prosta- 
glandin synthesis.  For  this  rea- 
son, it  does  not  cause  changes  in 
blood  coagulability,  but  its  utility 
may  not  be  as  great.  When  the 
blockage  of  prostaglandin  is  the 
target  of  the  pain  control  as  in 
multiple  bone  metastases,  NSAID 
are  more  effective. 


Aspirin  predominantly 
has  its  effect  by  the 
blocking  synthesis 
of  prostaglandins. 


If  aspirin  or  acetaminophen 
cannot  control  the  pain,  the  next 
step  is  to  combine  it  with  a weak 
opioid  agonist,  such  as  codeine 
oxycodone.  Propoxyphene  has 
been  used,  but  it  does  not  seem  to 
increase  significantly  the  analgetic 
potency  beyond  the  aspirin  or 
acetaminophen  with  which  it  is 
combined.3 

The  use  of  fixed  ratio  com- 
pounds (Percocet,  Percodan,  etc.) 
may  cause  problems.  As  toler- 
ance develops,  the  physician  may 
wish  to  increase  the  dose  of  the 
opioid.  However,  in  fixed  ratio 
drugs,  increasing  the  dose  also 
will  increase  the  dose  of  the 
NSAID,  possibly  above  its  ceiling 
effect.  This  may  increase  the  tox- 
icity of  the  NSAID  without  further 
analgesia.  For  this  reason,  it  usu- 
ally is  best  to  administer  the  com- 
pounds separately,  allowing  better 
individualization  of  doses  for 
different  patients. 

The  use  of  narcotics 

At  equianalgesic  doses,  the  side 
effects  of  the  opioid  agonists  are 


essentially  the  same.1  They  will 
produce  the  same  degree  of  nau- 
sea, sedation,  constipation,  uri- 
nary retention  and  myoclonus. 
Therefore,  other  properties  must 
be  considered  to  make  a decision 
as  to  which  drug  to  use.  These 
drugs  do  not  have  a ceiling  effect 
to  limit  their  analgetic  properties. 
In  practice,  the  appearance  of  the 
adverse  side  effects  limits  the 
dosage  given  to  the  patient. 

The  various  opioid  agonists  do 
vary  in  their  relative  potencies. 

The  increased  potency  of  one 
drug  over  another  does  not  pro- 
vide any  particular  advantage, 
since  raising  the  dose  of  the  less 
potent  drug  achieves  the  same 
analgesic  effects. 

The  opioid  agonists  also  vary  in 
terms  of  their  average  half-lives. 
There  are  very  long-acting  com- 
pounds, such  as  methadone  or 
levorphanol,  and  relatively  short- 
acting compounds,  such  as  hydro- 
morphone  or  alphaprodine.  There 
is  a great  individual  variability  in 
half-life.  The  time-action  for  each 
drug  must  be  determined  for  an 
individual  patient.  Time-action 
tends  to  be  longer  with  oral  ad- 
ministration. 

Some  problems  are  associated 
with  drugs  with  long  half-lives. 
Methadone  has  a complex  me- 
tabolism. Although  its  average 
half-life  is  30  hours,  it  must  be 
given  every  six  to  eight  hours  for 
adequate  analgesia.  This  can  lead 
to  an  excessively  sedated  patient 
who  is  not  receiving  adequate 
analgesia.  This  situation  is  likely 
to  occur  with  the  elderly,  where 
half-life  tends  to  be  prolonged. 
Meperidine  is  another  drug  that 
probably  is  unsuitable  for  long- 
term use  because  of  its  metabo- 
lism. Its  toxic  metabolite  normep- 
eridine  may  accumulate  and  cause 
convulsions. 

The  opioid  agonists  also  differ 
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in  their  average  oral  bioavailabil- 
ity. There  is  great  individual  vari- 
ability in  oral  bioavailability.  A 
study  of  oral  morphine  found 
different  individuals  vary  from 
15%  to  49%  absorption.6  These 
individual  differences  make  it 
necessary  to  tailor  the  drug  dose 
for  each  patient. 

Tolerance  develops  with  contin- 
ued use  for  all  opioid  agonists. 
Luckily,  there  are  parallel  curves 
for  the  development  of  tolerance 
to  the  analgesia  and  to  respiratory 
depression.  Regardless  of  the 
development  of  tolerance,  satisfac- 
tory analgesia  without  fear  of 
respiratory  depression  may  be 
obtained  by  upward  titration. 
Should  respiratory  depression 
occur,  it  is  handled  easily  by  the 
administration  of  naloxone.  What 
may  seem  to  be  the  development 
of  tolerance  to  opioids  also  can  be 
an  increase  in  pain  due  to  ad- 
vancement of  the  disease. 

One  method  of  managing  toler- 
ance to  opioids  is  based  on  the 
fact  that  the  opioids  are  only  par- 
tially cross  tolerant.  Thus,  if  one 
switches  from  one  opioid  agonist 
to  another,  generally  a 50%  reduc- 
tion in  the  amount  of  dose  needed 
would  be  used.  These  calcula- 
tions are  made  in  morphine 
equivalents  that  can  be  obtained 
from  the  references  mentioned. 

The  physician  should  be  pre- 
pared to  manage  the  side  effects 
of  initiating  therapy  with  opioid 
agonists.  Nausea,  sedation,  con- 
stipation, urinary  retention  and 
myoclonus  should  be  assessed  on 
a continuing  basis  and  an  appro- 
priate treatment  program  devel- 
oped to  mitigate  their  effects. 

The  antagonist-agonist  group  of 
narcotics  has  little  use  in  the  man- 
agement of  cancer  pain  since  their 
analgetic  effects  have  a relatively 
low  ceiling  and  psychotomimetic 


effects  are  quite  common. 

Under  some  circumstances,  the 
use  of  narcotics  will  require  the 
prevention  of  a withdrawal  syn- 
drome. For  example,  should  a 
patient  on  a reasonably  high  dose 
of  narcotics  benefit  from  an  anes- 
thesiological  or  neurolytic  proce- 
dure, withdrawal  of  opioids 
would  be  necessary.  Withdrawal 
generally  can  be  managed  without 
difficulty  by  reducing  the  dose  of 
the  narcotic  approximately  15%  to 
25%  every  three  days.  If  trouble 
occurs,  the  dose  may  be  raised 
and  tapered  more  slowly. 

Routes  of  administration 

When  pain  will  be  treated  for  a 
long  period  of  time,  as  in  most 
cancer  pain,  the  oral  route  of  ad- 
ministration is  preferred  because 
of  the  ease  with  which  a patient 
can  take  the  medication.  Previ- 
ously, morphine,  usually  at  a 
starting  dose  of  10  mg  every  four 
hours,  was  the  drug  of  choice. 

With  the  advent  of  slow-release 
forms  of  morphine,  administration 
two  or  three  times  daily  has  been 
found  to  provide  adequate  main- 
tenance analgesia.7  The  initial 
dose  should  be  determined  by 
titration  of  an  immediate  release 
form.  The  slow-release  forms  of 
morphine  obviate  the  need  to  use 
drugs  with  more  complex  metabo- 
lisms such  as  methadone  and 
levorphanol. 

If  a patient  has  nausea  or 
dysphagia  that  interferes  with  the 
use  of  an  oral  medication,  rectal 
medications  are  available  for 
many  of  the  compounds.  Phar- 
macists can  prepare  admixtures 
with  appropriate  dosage.  Buccal 
administration  of  morphine  has 
been  shown  to  be  effective.6  At 
present,  no  specific  forms  of  mor- 
phine have  been  developed  for 
this  route  of  administration. 


The  partial  agonist  buprenor- 
phine  can  be  absorbed  from  the 
sublingual  route.1  This  is  not 
presently  available  in  the  United 
States.  Clinical  trials  are  now 
underway.  As  a partial  agonist, 
buprenorphine  can  precipitate 
withdrawal  reaction  in  a patient 
who  is  taking  opioid  agonists. 

This  reaction  may  limit  its  utility. 
It  does  have  some  advantages  in 
minimizing  constipation.  As  an 
analgesic,  it  has  no  particular  ad- 
vantage over  the  opioid  agonists. 

Subcutaneous  administration  of 
a drug  can  be  useful.  This  can  be 
done  through  an  implanted 
needle  by  bolus  injections  or  by 
continuous  infusion  either  by  a 
pump9  or  Travenol  infusor,10  de- 
veloped recently.  The  continuous 
subcutaneous  infusion  of  an 
opioid  has  been  demonstrated  to 
be  effective  in  the  long-term  care 
of  outpatients.  Stable  blood  levels 
may  be  maintained  for  a consider- 
able period  of  time.  This  method, 
of  course,  would  be  most  useful  in 
patients  for  whom  the  oral  route 
is  unsatisfactory. 

Within  the  hospital,  the  IV  infu- 
sion of  the  opioid  is  the  usual 
method  of  administration.11  It  has 
the  advantage  of  immediate  ac- 
tion. It  can  be  delivered  either  by 
continuous  infusion  or  the  use  of 
patient  controlled  analgesia. 111213 
Both  methods  have  been  shown  to 
be  effective. 

In  long-term  utilization  of  nar- 
cotics, intramuscular  administra- 
tion is  not  acceptable  since  the 
multiple  needle  insertions  are 
painful  and  not  accomplished 
easily  in  a wasted  patient. 

Intraspinal  administration  of 
narcotics  is  a recent  method  based 
on  the  finding  of  receptors  that 
are  sensitive  to  opioids  within  the 
spinal  cord.  Both  epidural  deliv- 
ery and  intrathecal  delivery  of 
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opioids  have  been  used. 14  ,516 17 
Both  methods  can  produce  an 
excellent  analgesia  using  relatively 
small  doses  of  opioids  with  little 
sedation.  Over  time,  tolerance 
develops  to  both  intrathecal  and 
epidural  opioids.  There  is  prob- 
able limited  use  for  this  method 
except  in  patients  for  whom  sys- 
temic narcotics  are  no  longer  ef- 
fective. 

Recently,  opioids  have  been 
delivered  directly  to  the  lateral 
cerebral  ventricle  by  an  implanted 
cannula.18  This  method  has  been 
used  in  the  cancers  of  the  head 
and  neck  when  systemic  narcotics 
were  no  longer  able  to  provide 
adequate  analgesia. 

It  has  been  reported  that  com- 
plete analgesia  was  obtained  with- 
out noticeable  neurological 
changes  or  side  effects  severe 
enough  to  require  discontinuation 
of  therapy.  Tolerance  seemed  to 
be  less  marked  than  with  paren- 
teral opioids.  Initial  doses  vary 
between  0.1  mg  to  4 mg.  The 
method  has  been  extended  by 
using  refillable  continuous  infu- 
sion devices  attached  to  the  in- 
traventricular cannula.  □ 

Correspondence  and  reprints: 
Wayne  O.  Evans,  Ph.D.,  Clinical 
Director,  Rehabilitation  Center  for 
Pain,  Community  Hospitals,  Indian- 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Oosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  >/2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon8 1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10 
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PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


ARAFATE 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytom,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (47%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 
OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  C's  on  the  other  Issued  1 /87 
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Carafate  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^I^HBusers  to  become 

prone  to  duodenal  ulcers.1  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE"  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ma0  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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1 out  of  2 teens  in  America  has  taken  drugs 
1 out  of  2 parents  doesn't  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Thlk  to  your  kids.  Tell  ’em 
the  dangers  of  drugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Thke  a Bite 
out  of  Crime. 


3 from  the  Crime  Prevention  Coalition,  the  U S Department  of  Justice,  and  the  Advertising  Council.  «=>  1988  National  Crime  Prevention  Council 
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ENDLESS 

VACATION 

TRAVEL 


Resort  Condominium  Rentals 


Resort  Condominiums  offer  all  the 
comforts  of  home  — and  then  some. 

• Space  and  privacy 

• Separate  bedrooms 

• Kitchen  facilities 

• Lots  of  extras 

• Seven  full  days  and  nights 

• Hundreds  of  premier  locations  throughout 
the  continental  United  States,  Hawaii, 
Mexico,  the  Caribbean  - and  Europe 

• Affordable  rental  rates 

call  ENDLESS  VACATION  TRAVEL 
1-800-428-6011 
(In  Indiana,  1-317-876-1999) 

To  receive  your  discount,  be 
sure  to  give  the  vacation 
agent  your  client  code  #9118. 


$50  Dollars  Off 
Resort  Condominium 
Rental  Week  to 
ISMA  Members!* 


Endorsed  by  the 
Indiana  State  Medical 
Association 
oart  of 

Youi  -I  Advantage" 


When  professional  liability 
protection  was  just  an  idea, 
it  was  our  idea. 

We  were  ahead  of  our  time  in  1899,  when  a group  of  doctors  founded  The  Medical  Protective  Company. 
We’ve  been  defending  doctors  against  allegations  of  professional  negligence  ever  since.  It’s  still  our  only 
business.  Call  an  exclusive  Medical  Protective  agent,  and  get  coverage  from  an  expert. 

Our  Exclusive  Agents  In  Your  Area: 

FORT  WAYNE 

Robert  B.  Newell,  Philip  R.  Young 

2260  Lake  Avenue,  P.O.  Box  5174,  Fort  Wayne,  Indiana  46895  • (219)  422-4783 

INDIANAPOLIS 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 

6100  North  Keystone  Avenue,  Suite  237,  P.O.  Box  20576 
Indianapolis,  Indiana  46220  • (317)  255-6525 
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Ultrasound  guided 
drainage  of  pleural  fluid 


Judi  Ng 

Gonzalo  T.  Chua,  M.D. 
Anastacio  Ng,  M.D. 
Indianapolis 


Abstract 


Ultrasound  guided  drainage 
has  been  reported  as  a highly 
successful  drainage  proce- 


dure.1-410 


Computed  tomography  (CT) 
and  fluoroscopy  also  have  been 
cited  as  favorable  imaging  mo- 
dalities for  the  treatment  of  pleu- 
ral effusion.7-8  With  its  extreme 
sensitivity  to  fluid  collections 
and  rapid  and  accurate  localiza- 
tion of  fluid,  real-time  ultra- 
sound has  become  the  primary 
imaging  modality  for  the  inter- 
ventional drainage  of  pleural 
fluid. 


This  is  a retrospective  study  of 
patients  with  radiographically 
suspected  pleural  effusion,  using 
ultrasonic  scanning  for  possible 
drainage.  A special  bedside 
drainage  technique  in  critically 
ill  patients  also  is  described. 


During  a 2-year  period  be- 
tween June  1985  and  May  1987,  84 
patients  were  referred  for  ultra- 
sound guided  drainage  after  chest 
radiographs  showed  pleural 
opacities  consistent  with  the  pres- 
ence of  pleural  effusion.  In  61 
patients,  the  presence  of  fluid  was 
verified  by  ultrasound,  while  the 
remaining  23  had  a negative  ex- 


amination for  fluid. 

In  the  61  patients  with  fluid,  83 
procedures  were  performed;  26  of 
these  were  done  in  the  intensive 
care  unit  (ICU)  using  a portable 
sonography  unit.  The  age  range 
of  the  patients  who  had  the  proce- 
dure was  6 to  90  years.  Of  the  84 
patients  referred  for  drainage,  37 
(44%)  were  referred  from  the  ICU. 
Of  these  37  ICU  patients,  1 1 were 
shown  to  have  no  pleural  fluid, 
and  the  remaining  26  patients 
who  did  show  fluid  were  drained 
bedside  in  the  supine  position 
using  our  bedside  technique. 

All  ultrasound  examinations 
were  performed  with  a commer- 
cially available  real-time  scanner. 
Before  the  patient  was  scanned, 
his  previous  radiographs  were 
reviewed.  The  effusion  was  clas- 
sified as  small  or  large,  and  free 
or  loculated  by  the  presence  of 
visible  layering  of  fluid  on  decu- 
bitus films. 

When  clinically  possible,  the 
patient  was  examined  in  a sitting 
position  to  better  localize  gravity 
dependent  fluid.  All  patients 
scanned  in  the  ICU  were  either  in 
a supine  or  minimal  oblique  posi- 
tion. The  sonograms  were  done 
to  determine  if  pleural  opacities 
seen  on  chest  radiographs  repre- 
sented pleural  fluid  and,  if  so,  to 
determine  the  angle,  depth  and 
best  site  for  catheter  or  needle 
insertion.  If  fluid  was  not  seen  on 
real-time,  a note  was  made  in  the 
patient's  chart  and  drainage  was 
not  performed. 


Patients  with  a positive  scan  for 
fluid  were  prepared  and  draped 
in  a sterile  fashion.  A local  anes- 
thetic, usually  1%  Xylocaine,  was 
injected  at  the  determined  point  of 
entry  and  a 5 French  or  8.2  French 
Elecath  catheter  was  used. 

In  the  case  of  a catheter,  after 
anesthetic  was  administered,  a 
small  stab  wound  was  made  at 
the  point  of  entry  with  a #1 1 scal- 
pel blade.  This  site  was  widened 
with  small  hemostat  forceps,  to 
prevent  the  catheter  from  bending 
or  buckling  during  insertion.  The 
catheter  was  introduced  to  the 
pleural  space  by  the  trocar  tech- 
nique. In  bedside  procedures,  the 
catheter  was  inserted  horizontally, 
parallel  to  the  bed  and  usually 
with  a lateral  approach  about  3 
centimeters  above  the  posterior 
axillary  line. 

If  the  initial  insertion  failed  to 
produce  fluid,  a second  attempt 
was  made  under  direct  guidance 
of  the  ultrasound  probe  wrapped 
in  sterile  plastic  wrap  (Figure  1A 
and  IB).  A postdrainage  ultra- 
sound was  performed  in  order  to 
determine  whether  the  effusion 
was  completely  drained  or 
whether  any  remaining  fluid  re- 
quired further  manipulation. 

In  most  cases,  the  catheter  was 
withdrawn  immediately  after  the 
procedure  was  completed.  In  a 
few  cases,  however,  the  catheter 
was  sutured  in  place  for  scleroth- 
erapy or  further  drainage  after  a 
maximum  amount  of  1,200  cc's 
was  removed. 
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Results 

In  this  series,  61  of  the  84  pa- 
tients referred  for  ultrasound 
guided  drainage  were  positive  for 
pleural  effusion  and  had  the  pro- 
cedure at  least  once;  40  were 
drained  once  unilaterally;  10  had 
the  procedure  once  bilaterally,  10 
twice  unilaterally,  and  one  patient 
three  times  unilaterally. 

In  all  10  patients  with  bilateral 
effusions,  both  pleural  spaces 
were  drained  at  the  same  time. 
The  amount  of  fluid  obtained 
ranged  from  2 to  1,200  ml.  In  all 
cases,  fluid  samples  were  sent  to 
the  laboratory  for  cytology  and 
culture  and  sensitivity.  The  ma- 


jority of  the  fluid  samples  taken 
were  serous,  sanguinous  or  both. 
Four  samples  were  purulent,  and 
one  was  blood  due  to  hematoma. 

Among  the  61  patients  in  whom 
sonographically  guided  drainage 
was  performed,  the  most  common 
primary  diagnosis  was  pneumo- 
nia, followed  by  metastasis  and 
congestive  heart  failure.  A large 
number  of  patients  had  multi- 
system disease.  Pleural  drainage 
was  performed  as  a diagnostic 
and  therapeutic  procedure. 

Eighty-three  procedures  were 
performed  on  61  patients. 
Twenty-six  procedures  were  done 
bedside  in  the  ICU.  In  nine  cases 


where  patients  had  extremely 
large  effusions,  the  catheter  was 
connected  by  extension  tubing  to 
positive  pressure  drainage.  In  14 
cases,  the  catheter  was  sutured  in 
place  for  sclerotherapy.  Fifty-100 
mL  of  either  tetracycline,  at  a dos- 
age of  50-75  mg/mL,  or  Bleomy- 
cin, at  a dosage  of  60-180  mg  in 
saline,  was  injected  into  the  pleu- 
ral space  via  the  catheter.  This 
procedure  was  done  to  prevent 
any  further  effusion,  by  instigat- 
ing the  growth  of  fibrous  tissue. 

In  six  cases,  (7.2%),  ultrasound 
guided  drainage  was  successful 
after  a surgically  placed  chest  tube 
failed  to  drain  the  pleural  space. 

No  fluid  was  removed  in  one 
case,  although  chest  radiographs 
and  ultrasound  suggested  the 
presence  of  pleural  fluid.  In  five 
cases  (6%),  more  than  one  attempt 
was  made,  and  in  four  cases,  fluid 
was  eventually  aspirated.  The 
number  of  attempts  did  not  ex- 
ceed three. 

In  the  remaining  78  procedures 
(94%),  fluid  was  obtained  after 
just  one  insertion  of  the  catheter. 
The  only  complication  that  oc- 
curred as  a result  of  drainage  was 
minimal  pneumothorax.  In  six 
cases  (7.2%),  pneumothorax  was 
discovered  after  successful  aspira- 
tion by  postchest  radiograph.  In 
all  six  cases,  the  pneumothorax 
was  apical  and  less  than  20%, 
requiring  no  further  treatment. 

Discussion 

Because  of  its  portability,  sensi- 
tivity in  identifying  fluid  and  abil- 
ity to  localize  fluid  collections 
rapidly,  real-time  ultrasound  has 
become  our  imaging  modality  for 
the  detection  and  treatment  of 
pleural  effusions. 

The  primary  advantage  of  ultra- 
sound guided  drainage  is  the  con- 
venience of  real-time  and  portabil- 
ity. It  is  extremely  sensitive  in 


Figure  1:  A.  Real-time  ultrasound  at  bedside  visualizing  the  pleural 
space  with  catheter  needle  along  the  horizontal  plane. 


Figure  1:  B.  Real-time  ultrasound  at  bedside  visualizing  the  threading 
of  the  catheter  in^o  the  pleural  space. 
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identifying  fluid  collections.  In 
this  series  of  84  patients,  23 
(27.4%)  were  saved  from  an  un- 
necessary procedure  when  ul- 
trasound detected  no  pleural 
fluid.  Ultrasound  can  distinguish 
the  cause  of  inconclusive  pleural 
opacities  seen  in  radiographs, 
such  as  effusion  vs.  atelectasis. 

Other  pertinent  information  can 
be  obtained  quickly  on  real-time 
ultrasound.  Vital  structures  and 
anatomic  landmarks  can  be  identi- 
fied quickly  and,  therefore,  can  be 
avoided  when  entering  the  pleural 
space.  Blind  or  unguided  punc- 
ture can  result  in  injury  of  the 
liver  or  spleen.  Diaphragmatic 
movement  also  can  be  observed 
on  real-time.' 

All  this  information  can  be  ob- 
tained with  just  one  examination. 
Others  have  reported  the  short  ex- 
amination time  of  real-time 
sonography  when  compared  to 
static  compound  scanning.4 

Pleural  fluid  drainage  may  be 
preferred  on  critically  ill  patients, 
who  are  unable  to  be  transported 
from  their  rooms,  with  the  use  of 
a portable  sonography  unit. 
Twenty-six  of  the  total  83  patients 
(31.3%)  were  done  bedside  in  the 
ICU.  Thirty-seven  of  the  total  84 
patients  (44%)  referred  for  diagno- 
sis and  drainage  were  scanned  in 
their  rooms  with  a portable  unit. 
Hirsh  et  al 4 reports  that  12  of  the 
50  (24%)  patients  referred  for  ul- 
trasonic evaluation  of  abnormal 
chest  radiographs  were  examined 
bedside. 

Sixty-one  patients  underwent  a 
total  of  83  drainages;  only  one 
procedure  failed  to  yield  fluid, 
with  a success  rate  of  98.8%. 

Moore  et  alw  reports  a 97%.  success 
rate  in  the  diagnostic  ultrasound 
guided  drainage  of  114  patients 


and  a 100%  success  rate  at  the 
therapeutic  ultrasound  guided 
aspiration  of  41  patients. 

Of  the  83  procedures  performed 
in  this  series,  six  (7.2%)  resulted  in 
a postdrainage  pneumothorax. 
Hirsh  et  al 4 reported  a 7%  inci- 
dence of  pneumothorax.  Harns- 
berger  et  aV  suggests  that  the 
pneumothoraces  may  be  caused 
by  air  leaks  occurring  during  the 
connection  and  disconnection  of 
stopcocks  and  tubing,  after  the 
pleural  space  had  been  entered  by 
the  catheter  or  needle.  In  all  six 
cases,  the  pneumothoraces  were 
minimal,  less  than  20%,  and  api- 
cal, not  requiring  any  treatment. 

Ultrasound  guided  drainage  is  a 
valuable  alternative  to  surgical 
drainage  for  patients  at  a high  risk 
for  general  anesthetic.4  In  this 
procedure,  a local  anesthetic  is 
sufficient,  so  the  patient  experi- 
ences only  minimal  discomfort. 
There  is  no  recovery  time;  after 
the  procedure  is  finished  the  point 
of  entry  only  needs  to  be  covered 
with  an  adhesive  bandage.  The 
procedure  time  is  also  signifi- 
cantly shorter  in  an  ultrasound 
guided  drainage  than  in  a surgical 
drainage. 

Because  of  its  many  advantages, 
real-time  ultrasound  guided 
drainage  should  be  the  primary 
procedure  for  the  treatment  of 
pleural  effusion.  Portable 
sonography  units  make  this  proce- 
dure available  to  ICU  patients  in 
whom  drainage  of  pleural  fluid  is 
most  crucial.  □ 
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^^.lthough  percutaneous  trans- 
luminal angioplasty  (PTA)  is  an 
established  effective  treatment  for 
arterial  stenoses,1"  it  is  limited  by 
postangioplasty  restenosis 
(PARS).2"*'1012'14  PARS  comprises 
a number  of  pathologic  and  func- 
tional entities  that  result  in  resten- 
osis in  the  acute  (peri procedural) 
period,  in  early  follow-up  (less 
than  one  year  and  generally  less 
than  six  months)  and  in  late  fol- 
low-up (greater  than  one  year) 
(Tabic).  Although  plaque  fracture 
with  or  without  localized  intimal- 
medial  dissection  is  one  of  the 
pathologic  hallmarks  of  successful 
angioplasty,1*  there  are  negative 
aspects  of  this  controlled  vessel 
injury.  Acute  reclosure  due  to 
PTA-induced  dissection  occurs  in 
3c/<  to  5%  of  percutaneous  translu- 
minal coronary  angioplasties 
(PTCAs).  Early  PARS  (generally 
before  six  months)  occurs  in  about 
one-third  of  angioplasties  of  me- 
dium and  small  arteries.  It  is 
probably  most  often  due  to  fibro- 


cellular  proliferation  of  medial 
myocytes  and/or  multipotential 
cells,  possibly  stimulated  by  plate- 
let-derived  growth  factor  (PDGF). 

This  conclusion  is  derived  from 
an  ever-increasing  body  of  evi- 
dence. In  the  past  decade,  experi- 
ence with  post-carotid-endarterec- 
tomy restenosis  has  taught  us  that 
early  recurrences  are  due  to  this 
peculiar  process  and  the  late  ones, 
occurring  after  one  year  postop- 
eratively,  are  due  to  recurrent 
atheroma  or  progression  of  athero- 


matous disease.1018  In  the  past  six 
years,  fibrocellular  proliferation 
has  been  proven  responsible  for 
post-PTCA  early  restenoses.19'21 
More  recently,  the  same  process 
has  been  discovered  in  percutane- 
ous atherectomy  specimens  taken 
from  sites  of  early  PARS  in  the 
superficial  femoral  arteries.22 

Pharmacologic  regimens,  stents 
and  thermal  welding  of  the  inti- 
mal-medial  dehiscences  of  PTA 
are  among  the  interventions  being 
developed  to  deal  with  acute. 


Table 


Pathologic  and  functional  entities  comprising 
post-angioplasty  restenosis  (PARS) 


Acute  PARS 


thrombosis 

spasm 

spasm  + tlirombosis 
dissection 

dissection  + thrombosis 
elastic  recoil 


Early  PARS  fibrocellular  proliferation 
elastic  recoil 

recovery  of  myocyte  function 
atheroma 


Late  PARS 


atheroma 
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early  and  late  PARS.23'25  Vascular 
intraluminal  stenting  was  first 
used  experimentally  by  Dotter  in 
1969.26  The  stainless  steel  coil  he 
used  was  mounted  coaxially  over 
a guidewire,  positioned  with  a 
pusher  catheter,  then  deposited 
into  the  femoral  arteries  of  dogs. 
Since  then,  various  other  coil 
stents27'29  and  a spring-loaded 
zigzag  stent311  have  been  de- 
scribed. 

The  Palmaz  Balloon  Expandable 
Intraluminal  Stent,  tested  exten- 
sively in  animals,31'36  has  been  in 
human  trials  in  Europe  for  ap- 
proximately two  years  and  in  the 
United  States  for  nearly  as  long. 
We  are  participating  in  an  interna- 
tional multicenter  trial  of  the  Pal- 
maz Stent  in  human  iliac 
angioplasty.37  Herein,  we  report 
our  experience  in  our  early  cases. 

Patients  and  Methods 

Patients  were  selected  from  our 
population  of  patients  with  iliac 
atheromatous  disease  according  to 
inclusion  and  exclusion  criteria  of 
the  FDA-supervised  clinical  proto- 
col. Basically,  the  inclusion  crite- 
ria in  phase  I were  the  same  as 
those  for  iliac  angioplasty  without 
stenting.  Exclusions  are  extremely 
long  iliac  artery  stenoses  and 
aneurysms,  as  well  as  bleeding 
diatheses  and  other  usual  exclu- 
sion criteria  for  angioplasty.  All 
procedures  were  done  with  in- 
formed consent  and  with  approval 
of  the  institutional  review  board. 

The  Palmaz  Stent  is  fashioned 
by  electrical  discharge  machining 
from  a single  tubular  piece  of 
thin-walled  stainless  steel.  The 
length  is  30  mm,  nominal  outer 
diameter  is  3.4  mm  and  the  rec- 
ommended expansion  diameter  is 
8 to  12  mm. 

Figure  1 shows  a stent  in  col- 
lapsed and  expanded  states. 


Figure  1:  A.  Side  view  of  the  Pal- 
maz Stent  in  collapsed  and  expanded 
states  shows  how  rectangular  slots 
become  diamond-shaped  openings 
that  provide  an  enlarged  stent  resis- 
tant to  radial  collapse. 

Rows  of  regularly  staggered  rec- 
tangular slots  are  machined  into 
the  steel  tube.  The  stent  is 
mounted  securely  onto  an 
angioplasty  balloon  measuring  8 
mm  x 3 cm  with  the  use  of  a cus- 
tom-designed crimping  tool. 

In  each  procedure  (Figure  2),  the 
initial  step  is  partial  balloon 
angioplasty  with  a balloon  that  is 
properly  sized  for  the  particular 
vessel.  With  a guidewire  still 
across  the  angioplasty  site,  the 
balloon-mounted  stent  is  posi- 
tioned at  the  site  within  a delivery 
sheath.  The  sheath  is  withdrawn, 
the  balloon  is  inflated,  then  de- 
flated for  deployment  of  the  stent. 

Prestenting  and  poststenting  in- 
traluminal pressures  are  used  to 
verify  successful  stenting.  The 
protocol  also  calls  for  noninvasive 
studies,  including  preprocedure 
and  postprocedure  ankle/arm 
indices,  calf/arm  indices  and  up- 
per and  lower  thigh /arm  indices. 
Patients  are  followed  carefully  in 
the  postprocedure  period  indefi- 
nitely according  to  protocol. 


Figure  1:  B.  Axial  view  of 
collapsed  and  expanded  stents 
highlight  the  excellent  ratio. 
This  means  a large  expanded 
diameter  can  be  reached  via  a 
small  introduction  system. 

Case  1 

A 53-year-old  man  with  a 10- 
year  history  of  impotence  and  a 
previous  five- vessel  coronary  ar- 
tery bypass  operation  had  bilat- 
eral lower  extremity  claudication 
at  one-half  block  level  walking. 
The  claudication  was  markedly 
worse  on  the  right  than  on  the  left 
and  involved  the  buttocks,  thighs 
and  calves.  The  right  ankle/arm 
index  was  0.70.  An  angiogram 
performed  one  month  before  ad- 
mission disclosed  a severe  focal 
right  iliac  stenosis  (Figure  3A)  and 
a left  superficial  femoral  artery 
occlusion  with  popliteal  reconsti- 
tution via  enlarged  profunda 
femoral  artery  collaterals. 

Under  local  anesthesia  and  par- 
enteral analgesia  in  the  angiogra- 
phy suite,  the  right  femoral  artery 
was  punctured  percutaneously. 
Intraluminal  pressure  measure- 
ments and  arterial  waveforms 
were  obtained  pre-tolazoline  and 
post-tolazoline  (25  mg  intra-arte- 
rial (I. A.)).  After  the  stenosis  was 
safely  crossed  with  a guidewire,  a 
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Figure  2:  Procedure  for  percutaneous  transluminal  deployment  of 
the  Palmaz  Stent  in  human  iliac  angioplasty.  A.  A guidewire  is 
placed  across  the  offending  stenosis.  B.  A balloon  angioplasty 
catheter  is  positioned  within  the  stenosis,  then  inflated  in  order  to 
partially  dilate  the  lesion.  C.  With  the  guidewire  still  across  the 
lesion,  the  angioplasty  catheter  is  removed  and  replaced  with  a 
sheath.  D.  The  stent,  already  mounted  and  crimped  onto  a balloon 
catheter,  is  introduced  to  the  level  of  the  lesion,  but  within  the 
sheath.  E.  The  sheath  is  withdrawn  and  the  angioplasty  balloon  is 
inflated.  F.  The  balloon  is  deflated  and  withdrawn. 


5Fr  catheter  was  placed  in  the 
distal  aorta  and  another  pressure 
measurement  was  made.  The 
mean  pressure  gradient  before 
angioplasty  and  stenting  was  39 
mm  Hg.  After  predilation  with  a 
6 mm  x 2 cm  balloon  angioplasty 
catheter,  the  stent  procedure  was 
performed  as  outlined  above. 

Intra procedural  (Figure  3B)  and 
postprocedural  (Figures  3C  & D) 
films  documented  both  the  stent 
expansion  and  the  improvement 
in  luminal  diameter.  The  residual 
mean  pressure  gradient  was  0 mm 
Hg.  There  were  no  complications. 

At  13  months'  followup  since 
the  stent  procedure,  the  thigh/ 
arm,  calf/arm  and  ankle/arm 
indices  have  been  1 .0  and  the 


patient's  symptoms  of  right  lower 
extremity  claudication  have  re- 
solved. His  impotence  has  im- 
proved. He  has  residual  left 
lower  extremity  (mild)  claudica- 
tion, presumably  due  to  his  left 
superficial  femoral  artery  occlu- 
sion. A follow-up  plain  film  of 
the  pelvis  has  shown  no  evidence 
of  stent  migration. 

Case  2 

A 66-year-old  man  with  a heavy 
smoking  history  and  chronic  ob- 
structive pulmonary  disease  had 
right  lower  extremity  claudication 
at  one-half  block  of  level  walking. 

I le  had  failed  to  respond  to  par- 
enteral infusion  of  ciprostene,  an 
investigational  prostacyclin  ana- 


logue used  for  lower  extremity 
ischemia,  approximately  three 
months  earlier.  The  right  ankle/ 
arm  index  was  0.78  at  rest.  An 
arteriogram  disclosed  bilateral 
iliac  atheromatous  disease,  most 
severe  on  the  right,  with  both  a 
long  segment  of  disease  and  a 
severe  point  of  maximum  stenosis 
(>90%)  (Figure  4A). 

Using  the  same  basic  procedure 
as  in  Case  1,  the  prestent  mean 
pressure  gradient  across  the  right 
iliac  stenoses  was  found  to  be  42 
mm  Hg.  A preliminary 
angioplasty  was  performed,  re- 
sulting in  an  extensive  amount  of 
plaque  fracture  and  intimal-me- 
dial  dehiscence  easily  demon- 
strated angiographically  (Figure 
4B). 

Because  the  right  internal  iliac 
artery  origin  had  been  determined 
to  be  occluded  on  the  preliminary 
arteriogram,  stent  positioning  was 
focused  upon  the  intimal-medial 
dehiscence  and  not  upon  the  ori- 
gin of  the  internal  iliac.  With  the 
guidewire  still  in  position  across 
the  treated  area,  a stent  was 
placed  in  the  common  iliac  artery. 
This  resulted  in  an  improvement 
in  luminal  diameter,  as  well  as  a 
partial  closure  of  the  intimal-me- 
dial dehiscence  (Figure  40. 

A second  stent  then  was  placed 
below  the  first  one  in  tandem  and 
with  a 4.5  mm  gap  between  the 
two.  The  final  arteriogram  se- 
quence disclosed  both  a marked 
improvement  in  the  luminal  di- 
ameter of  the  right  iliac  and  a 
complete  closure  of  the  intimal- 
medial  dehiscence  (Figure  4D). 

The  residual  mean  pressure  gradi- 
ent was  1 mm  Hg.  There  were  no 
complications. 

At  nine  months'  followup  post- 
procedure, the  patient  had  no 
right  lower  extremity  claudication 
and  his  ankle/arm  index  was  >1.0 
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at  rest. 

At  press  time,  we  have  placed 
25  iliac  stents  in  11  extremities  in 
10  patients.  One  patient  had  Fon- 
taine 11  A ischemia,  five  had  II  B, 
three  had  III  and  one  had  IV.  All 
extremities  in  all  patients  have 
responded  well  and  there  have 
been  no  stent-related  complica- 
tions. 

Four  patients  needed  outflow 
procedures  such  as  femoropop- 
liteal  grafting  or  infrainguinal 
angioplasty.  Three  of  these  proce- 
dures have  been  completed.  The 
mean  followup  is  4.4  months  and 
the  average  ankle/arm  index  is 
0.96.  If  the  patient  still  in  need  of 
an  outflow  procedure  is  excluded, 
the  average  ankle/arm  index  is 
1.03. 


Discussion 

Since  the  pathophysiologic  va- 
rieties and  causes  of  PARS  are 
many,  it  is  reasonable  to  expect 
the  solutions  to  be  numerous. 
Intraluminal  stenting  provides  the 
potential  for  accomplishing  all  of 
the  following:  1)  a reduction  in 
PTA-related  acute  reclosure  due 
to  dissection.  Interestingly  and 
importantly.  Case  2 represents  the 
first  time  a Palmaz  Stent  has  been 
used  to  tack  down  an  extensive 
PTA-related  dissection;  2)  a reduc- 
tion in  restenosis  due  to  elastic 
recoil;  and  3)  a reduction  in 
PDGF-stimulated  fibrocellular 
proliferative  restenosis.  The  latter 
would  hinge  on  the  mechanically 
simple  notion  that  closure  of  the 
plaque  fractures  and  intimal-me- 


dial  dehiscences  of  PTA  may  pro- 
tect the  media  from  exposure  to 
PDGF  and  perhaps  other  circulat- 
ing mitogens.  Laser  thermal 
welding  and  RF-current  thermal 
welding  may  be  additional  means 
of  providing  the  same  end  result 
without  introduction  of  a foreign 
body.  In  addition,  laser-generated 
thermal  energy  has  already  been 
studied  in  normal  arteries  for  its 
ability  to  reduce  elastic  recoil.18 

Although  the  potential  risks  of 
intraluminal  stenting  include  in- 
fection, thrombosis,  embolization, 
perforation,  aneurysm  formation 
and  pseudoaneurysm  formation, 
113  patients  have  been  treated 
with  Palmaz  Expandable  Iliac 
Stents  worldwide  to  date,  and 
only  one  thrombosis  with  the 


Figure  3:  Case  1.  A.  Preliminary  angiogram  in  the 
right  posterior  oblique  (RPO)  projection  shows  a se- 
vere stenosis  of  the  right  common  iliac  artery. 


Figure  3:  Case  1.  B.  Intraprocedural  film  shows 
stent  immediately  after  expansion  and  balloon  defla- 
tion. 
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Figure  3:  Case  1.  C.  Completion  angiogram  at  the 
end  of  the  procedure. 


Figure  3:  Case  1.  D.  Stent  in  position  on  RPO  pelvic 
film  after  procedure. 


stent  in  the  artery  proximal  to  the 
stent  has  occurred.  This  vessel 
was  reopened  with  fibrinolytic 
therapy,  and  a PTA  of  the  remain- 
ing stenotic  segment  below  the 
stent  prevented  recurrence.  None 
of  the  stents  has  migrated,  and 
very  few  other  stent-related  com- 
plications have  occurred. 

In  addition  to  intraluminal 
stenting  with  iliac  angioplasty,  the 
Palmaz  Stents  have  now  been 
approved  for  investigational  use 
in  a coronary  trial  in  the  United 
States.  Thus  far,  52  patients  have 
had  coronary  Palmaz  Stents 
placed.  In  addition,  three  patients 
who  failed  renal  angioplasty  have 
undergone  successful  stenting  and 
have  been  normotensive  for  as 
long  as  one  year.  The  renal  proto- 
col soon  will  begin  in  the  United 
States,  and  Indiana  University  will 


be  participating. 

In  experimental  animals,  the 
stent  has  been  shown  to  endothe- 
lialize  completely  and  rapidly. 
Functioning  endothelium  has  been 
documented  by  factor  VUI-related 
antigen  staining.  This  degree  of 
endothelialization  contrasts 
sharply  with  the  lack  of  endotheli- 
alization in  human  surgical  grafts. 
It  has  been  attributed  to  the  large 
proportion  of  vessel  area  underly- 
ing the  stent  (approximately  80% 
in  the  fully  expanded  state)  that  is 
covered  by  endothelium  rather 
than  the  steel  of  the  prosthesis. 
According  to  scanning  electron 
microscopic  examination  of  ani- 
mal specimens,  vessel  orifices  that 
have  been  bridged  by  the  stent 
have  remained  patent. 

Although  more  time  and  addi- 
tional studies  will  be  needed  to 


understand  the  efficacy  and  ap- 
propriate indications  for  the  Pal- 
maz Expandable  Intraluminal 
Stent  in  PTA,  the  initial  results  are 
promising.  Additional  applica- 
tions, such  as  treatment  of  aortic 
dissection  and  percutaneous  por- 
tocaval  shunting  are  already  being 
planned.  □ 

Dr.  Becker  and  Dr.  Ehrman  are 
with  the  Department  of  Radiology, 
Indiana  University  School  of  Medi- 
cine, Indianapolis,  Ind.  Dr.  Cikrit 
and  Dr.  Lalka  are  with  the  Depart- 
ment of  Surgery,  Indiana  University 
School  of  Medicine,  Indianapolis,  Ind. 
Dr.  Benenati  is  with  the  Johns 
Hopkins  University  School  of  Medi- 
cine, Department  of  Radiology,  Balti- 
more, Md.  Dr.  Waller  is  with  the 
Department  of  Pathology,  Indiana 
University  School  of  Medicine,  Indi- 
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an apolis,  Ind.  Dr.  Palmaz  is  with 
the  Department  of  Radiology,  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  San  Antonio. 


Correspondence:  Gary  J.  Becker, 
M.D.,  Professor  and  Chief,  Vascular 
Section,  Department  of  Radiology, 
Indiana  University  School  of  Medi- 
cine, 926  W.  Michigan  St.,  Indian- 
apolis, IN  46223. 
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SUMMER  TRACE  . . . 


A good  answer  to  some  of  the  hard  questions  your  older  patients  ask. 


Where  can  I move  that  will  let 
me  live  independently  as  long 
'want  to,  yet  will  give  me  help  if 
I need  it?  And  what  if  I come  to  need 
complete  nursing  care  . . . would  that 
mean  another  move? 


A Summer  Trace  offers  residence 
options  of  studio,  one-  and  two- 
bedroom  independent  apartments 
with  kitchens.  If  you  need  assistance 
—a  little  or  a lot— it’s  available.  If  you 
need  a health  care  facility  for  short- 
term or  long-term  nursing  care,  it’s 
right  on  the  premises.  Every  need  is 
taken  care  of  at  Summer  Trace.  No 
more  moves! 


QDoes  this  mean  that  I have  to  pay 
a large  endowment  or  entry  fee 
to  live  at  Summer  Trace?  Will  it  ruin 
my  budget  and  deplete  my  estate? 


A No,  quite  the  opposite.  Summer 
Trace  is  an  upscale  rental 
retirement  community  that  requires 
no  entry  fee  or  endowment.  For  one 
affordable  monthly  rental  price,  you 
receive  housekeeping,  24-hour 
security,  maintenance,  transportation, 
twice-daily  gourmet  dining  and  social 
programs.  You’ll  be  spared  the  costly 
surprises  homeowners  get  from  old 
furnaces,  new  paint  jobs  and  a host 
of  other  unexpected  expenses. 


Q 

inqTo 


On  what  basis  can  you  whole- 
heartedly recommend  my  mov- 
irigYo  Summer  Trace? 


A Summer  Trace  welcomes  the 
opportunity  to  demonstrate  why 
it  is  known  as  one  of  the  very  best  full- 
service  retirement  communities.  Call 
for  an  appointment  and  stop  by  before 
or  after  work  ...  or  on  a weekend. 
Come  see  the  beautifully  appointed 
building  with  outdoor  walking  paths, 
gardening  plots,  3-acre  stocked 
fishing  lake  and  putting  green.  You’ll 
know  why  so  many  professionals 
recommend  Summer  Trace  as  a good 
answer  to  those  hard  questions. 


SUMMER  TRACE 
RETIREMENT  COMMUNITY 


12999  N.  Pennsylvania  Street 
Carmel,  IN  46032 
(At  U.S.  31  and  131st  Street) 

(317)  848-2448 


I IM89  0 
I Tnfi 


To  find  out  more  about  Summer  Trace,  simply  fill  and  mail  this  coupon,  or  call  (317)  848-2448. 
□ Mail  me  the  brochure  about  Summer  Trace. 

CH  Call  me.  I want  to  talk  to  a Summer  Trace  retirement  counselor.  ( ) 


Name  

Address  

City/State Zip. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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Advantages  of  split-funded 
medical  insurance 


Gregory  Wright,  CFP 
Indianapolis 

In  an  effort  to  control  rapidly 
rising  health  insurance  costs, 
many  employers  are  turning  to 
forms  of  self-funding.  Split-fund- 
ing, a recent  approach,  offers  help 
for  smaller  groups.  For  some,  the 
savings  can  be  one-fourth  or  more 
over  the  cost  of  some  traditional 
plans. 

For  most  employer  groups,  a 
traditional  or  pooled  insurance 
plan  has  resulted  in  cost  increases 
that  reflect  the  claims  experience 
of  the  whole  pool.  The  problem 
is,  inevitably,  a small  percentage 
of  the  groups  in  the  pool  generate 
the  largest  percent- 
age of  the  pool's 
total  claims. 

The  result  is 
those  employers 
with  favorable 
claims  experience 
pay  for  the  poor 
experience  and 
abuses  of  other 
groups.  You  may 
realize  very  little  or  no  benefit  for 
having  favorable  claims  experi- 
ence. 

It's  a variation  of  the  old  80/20 
rule.  Generally,  20%  of  your  cus- 
tomers generate  80%  of  your  prof- 
its. Generally,  20%.  of  your  em- 
ployees generate  80%  of  your 
personnel  problems.  Similarly, 
generally  20%.  of  employer  groups 
generate  80%  of  an  insurance 
pool's  health  claims. 

it  doesn't  take  a genius  to  dis- 
cover the  profitability  of  a medical 
insurance  pool  has  an  impact  on 
the  rates  an  individual  employer 
pays. 


If  the  medical  claims  experience 
of  your  group  is  low,  your  medi- 
cal insurance  premiums  are  used 
in  part  to  reduce  the  insurance 
premiums  of  others.  If  your  em- 
ployees pay  part  of  the  premiums, 
they  in  turn  are  reducing  the  cost 
paid  by  employees  of  other  com- 
panies. 

What  is  low  claims  experience? 
If  your  gross  health  insurance 
premiums  exceed  your  claims  by 
more  than  20%,  you  are  probably 
paying  too  much. 

Ask  your  insurance  agent  what 
your  “loss  ratio"  has  been.  Expe- 
rienced and  knowledgeable  agents 
usually  have  this  information  or 
can  obtain  it  for  you.  However,  if 
it  is  low,  be  prepared  for  some 


foot  dragging.  They  may  not 
want  you  to  know.  It  might  re- 
quire them  to  answer  some  hard 
questions,  and  they  run  the  risk  of 
losing  your  business. 

A full  self-funded  plan  is  only 
appropriate  for  a very  large  em- 
ployer because  a few  catastrophic 
claims  could  damage  the  financial 
strength  of  the  company. 

There  are,  however,  ways  to 
partially  self-insure  medical  insur- 
ance risk.  One  way  is  to  purchase 
insurance  to  protect  against  cata- 
strophic loss  and  use  an  inde- 
pendent company  to  custom  de- 
sign and  administer  your  plan 


and  pay  claims.  This  works  well 
for  many  employers  with  100  or 
more  employees.  It  works  for 
some  employers  in  certain  circum- 
stances with  50  to  99  employees. 

However,  a compromise  be- 
tween the  custom  self-funded  and 
traditional  fully  insured  plan  is 
the  so-called  split-funded  ap- 
proach. It  offers  the  premium 
savings  potential  of  the  partial 
self-insured  plan,  without  the  cost 
of  custom  design  and  hassle. 

This  approach  has  many  bene- 
fits to  the  organization  with  about 
15  or  more  employees  and  low 
claims  experience.  These  benefits 
include  reduced  expense,  im- 
proved cash  flow,  traditional  plan 
appearance  and  features,  elimina- 
tion of  unneces- 
sary reserves 
and  elimination 
of  the  problem 
associated  with 
incurred  but  not 
reported  claims. 
It  also  allows 
you  the  option 
to  revert  to  a 
traditional  plan 

in  the  future. 

With  the  split-funded  plan,  the 
employer  assumes  a specifically 
defined  and  limited  portion  of  the 
risk  normally  borne  by  an  insur- 
ance company. 

The  employee  pays  the  individ- 
ual deductible  and  part  of  a speci- 
fied maximum  copayment,  just  as 
in  a traditional  plan.  The  em- 
ployer pays  the  other  part  of  the 
copayment.  The  insurance  com- 
pany pays  the  remaining  cost. 

If  the  plan  provides  for  a $200 
deductible  and  20%  copayment 
maximum  of  $2,500,  an  employee 
could  pay  a maximum  of  $700 


For  most  employer  groups, 
a traditional  or  pooled  insurance  plan  has 
resulted  in  cost  increases  that  reflect  the  claims 
experience  of  the  whole  pool. 
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($200  deductible,  plus  $500  copay- 
ment). With  a split-funded  plan, 
the  employer  would  pay  the  bal- 
ance of  the  coinsurance  up  to  the 
maximum  level.  In  this  example, 
the  employer  maximum  amount 
could  be  $2,000.  Also,  most  plans 
provide  an  aggregate  stop  loss 
protection  that  limits  the  em- 
ployer's self-insured  liability  to  an 
overall  maximum  amount. 

If  this  sounds  like  so  much  in- 
surance agent  lingo  to  you,  let  me 
give  you  a real  life  example. 

A manufacturing  company  with 
31  employees  and  an  annual 
health  insurance  cost  of  $60,000 
had  experienced  claims  of  $45,000 
during  the  past  year.  This  left  the 
insurance  company  a reasonable 
$15,000  to  pay  for  processing 
claims,  taxes,  marketing  expenses 
and  profits.  However,  because 
the  insurance  company  experi- 
enced an  overall  loss  ratio  of  110% 
and  was  losing  money,  the  insurer 
raised  everyone's  premiums  by 
42%.  My  client's  new  rate  would 
be  $85,200  per  year.  This  situ- 


ation may  sound  familiar. 

If  the  manufacturing  company's 
claims  cost  remained  the  same, 
the  higher  new  rate  would  indi- 
cate a loss  ratio  of  53%.  Since 
health  insurance  companies  need 
about  20%.  to  25%  of  medical  in- 
surance premiums  to  meet  their 
cost  and  profit  objectives,  the 
manufacturer  would  be  paying 
about  $30,000  too  much. 

A solution  was  sought  by  ob- 
taining competitive  quotes  with 
the  same  specifications  as  the  old 
plan  and  a split-funded  quote. 

The  competitive  traditional  plan 
quote  narrowed  the  increase  to  an 
annual  premium  of  $69,000. 

However,  the  split-funded  quote 
offered  an  interesting  alternative. 
The  minimum  funding  required 
would  be  $32,000  and  the  total 
maximum  exposure  was  $74,000. 
Based  on  historic  claims  experi- 
ence and  inflation,  we  estimated 
the  cost  would  be  $60,000.  Also, 
since  the  employees  would  be 
informed  the  employer  was  pay- 
ing part  of  the  cost  of  each  claim. 


it  was  believed  this  would  help 
curb  some  abuse  of  health  insur- 
ance. 

The  maximum  risk  was  to  pay 
$5,000  more  than  a traditional 
plan.  The  potential  reward  was  to 
save  $9,000  or  more  above  that 
same  traditional  plan.  Manage- 
ment also  realized  it  could  help 
influence  employee  medical  ex- 
penses. The  decision  was  split- 
funding. 

A split-funded  medical  insur- 
ance plan  isn't  for  every  organiza- 
tion or  employer.  However,  if 
claims  experience  has  been  good 
and  management  is  willing  to 
assume  a specific,  maximum  risk, 
then  such  a plan  might  be  the  best 
strategy  for  reducing  health  care 
costs  for  both  the  employer  and 
its  employees.  □ 

Gregory  Wright,  CFP,  is  vice- 
president  of  the  executive  and  em- 
ployee benefits  divisions  of  the  Con- 
ner Insurance  Agency,  Inc.  Offices 
are  located  in  Indianapolis,  Kokomo, 
Bloomington  and  Fort  Wayne,  hid. 
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Management  notes  for  physicians 


Computer  systems 
for  patient  accounting 


jack  Valancy 
Cleveland  Heights,  Ohio 

fatient  accounting  is  a princi- 
pal application  of  computer  sys- 
tems in  medical  practices.  Vari- 
ous computer  systems  offer  many 
features  and  capabilities  in  a 
broad  range  of  prices.  Analyzing 
your  practice's  patient  accounting 
functions  will  help  you  determine 
your  practice's  specific  require- 
ments for  computer  software, 
hardware  and  vendor  support. 

Software 

Software  is  the  programmed 
instructions  that  direct  a computer 
system  to  perform  specific  tasks. 
The  nature  of  your  practice  will 
determine  the  patient  accounting 
software  features  you  will  need. 
The  following  software  features 
and  capabilities  are  organized  by 
basic  patient  accounting  functions. 

Store  patient  information 

All  patient  accounting  software 
stores  each  patient's  name,  ad- 
dress, telephone  number,  birth- 
date,  sex  and  health  insurance 
information. 

• If  some  of  your  patients  aren't 
responsible  for  paying  their  bills, 
the  software  should  also  store  the 
guarantor's  name,  address  and 
telephone  number. 

• If  you  care  for  families,  con- 
sider software  that  can  handle 
family  accounts:  transactions  are 
grouped  by  guarantor  and  appear 
on  a combined  bill. 

• If  many  of  your  patients  are 
covered  by  more  than  one  health 
insurance  policy,  such  as  Medi- 
care and  a supplementary  insur- 
ance policy,  you  will  want  to 


make  sure  the  software  can  ac- 
commodate it. 

• The  ideal  and  most  complex 
software  stores  information  about 
an  unlimited  number  of  insurance 
companies  for  each  patient,  allow- 
ing a specific  policy  to  be  desig- 
nated for  each  procedure. 

Post  transactions 

The  patient  accounting  software 
should  store  details  about  proce- 
dures, diagnoses,  insurance  com- 
panies and  other  standard  infor- 
mation. When  the  operator  enters 
a code,  the  appropriate  informa- 
tion is  retrieved. 

• If  your  fees  vary  depending 
on  the  patient's  insurance  cover- 
age, you  might  want  software  that 
can  store  several  fees  for  each 
procedure  and  automatically  se- 
lect the  correct  one. 

• If  your  specialty  requires  you 
to  supplement  procedure  codes 
with  modifiers  or  other  informa- 
tion, be  sure  the  software  can 
handle  this  procedure. 

• If  you  treat  many  hospitalized 
patients,  software  that  posts  an 
identical  charge  for  each  consecu- 
tive day  of  care,  when  "from"  and 
"to"  dates  are  entered,  can  be  a 
time  saver. 

• If  you  perform  services  that 
consist  of  several  individual  pro- 
cedures, software  allowing  the  op- 
erator to  enter  a single  code  to 
retrieve  this  information  also  can 
save  time. 

• If  transactions  are  posted  in 
batches,  look  for  software  de- 
signed for  rapid  data  entry. 

Patient  accounting  software  uses 
three  methods  of  posting  pay- 
ments and  adjustments:  balance 
forward,  open  item  and  open 
claim. 


• In  balance  forward  process- 
ing, payments  and  adjustments 
are  posted  against  the  patient's 
undifferentiated  balance  due.  If 
you  do  not  participate  in  any  in- 
surance plans,  and  your  patients 
are  responsible  for  the  full 
amount  of  your  fees,  regardless  of 
the  amount  reimbursed  by  insur- 
ance, this  might  be  all  you  need. 

• In  open  item  processing,  pay- 
ments and  adjustments  are  posted 
against  specific  unpaid  charges. 
This  method  makes  it  easy  to 
identify  partially  paid  charges  and 
bills  or  adjust  the  unpaid  portion. 

• Open  claim  processing  groups 
charges  that  have  been  submitted 
on  the  same  insurance  claim. 
Payments  and  adjustments  are 
posted  against  the  claim's  unpaid 
balance. 

Control  system  operations 

• Most  patient  accounting  soft- 
ware requires  a password  to  be 
entered  before  operations  can  be 
performed. 

• In  simple  systems,  the  opera- 
tor can  perform  all  functions. 

• In  sophisticated  systems,  pass- 
words can  be  designed  to  grant 
access  to  some  functions  and  re- 
strict access  to  others. 

All  patient  accounting  software 
packages  produce  a detailed  list- 
ing of  all  transactions  posted  since 
the  last  reconciliation  was  per- 
formed. Once  the  transactions  are 
reviewed  and  if  necessary,  cor- 
rected, they  are  reconciled. 

• The  software  should  not  allow 
reconciled  transactions  to  be  al- 
tered. Corrections  should  be 
made  by  entering  another  transac- 
tion to  reverse  the  error. 

• If  several  people  use  the  sys- 
tem, it  is  more  convenient  if  the 
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software  enables  all  of  them  to 
reconcile  their  own  transactions. 

• For  ultimate  accountability, 
some  systems  identify  operator's 
transactions  with  their  initials. 

Produce  bills 

Bills  should  be  detailed  and 
easy  to  understand. 

• If  you  accept  assignment  of 
insurance  benefits,  bills  should 
note  the  charges  for  which  claims 
are  pending  and  clearly  show  the 
amount  due  now  from  the  patient. 

Bills  can  be  produced  in  several 
formats: 

• Self-mailer  forms  combine  an 
outgoing  envelope,  bill  and  return 
envelope  in  a single  piece. 

• Fold  and  stuff  bills,  as  the 
name  suggests,  require  more 
preparation  for  mailing  but  look 
better. 

• The  system  should  be  able  to 
presort  the  bills  by  zip  code,  so 
you  can  take  advantage  of  lower 
postage  rates. 

• To  streamline  the  process,  you 
might  want  the  system  to  prepare 
the  bills  in  weekly  cycles,  such  as 
a quarter  of  the  bills  in  each  of 
four  weeks. 

Process  insurance 

• Simple  patient  accounting 
systems  produce  just  one  type  of 
insurance  form:  the  ITCFA  1500 
universal  claim. 

• More  sophisticated  systems 
are  capable  of  producing  many 
different  claim  forms.  Be  sure  the 
system  you  select  can  produce 
insurance  claims  in  the  formats 
you  will  need. 

• With  electronic  claims  submis- 
sion, claims  are  transmitted  to  the 
insurance  carrier's  computer  with- 
out printing  them  on  paper.  This 
procedure  reduces  rejections  and 
speeds  payment. 

• If  a significant  number  of 


patients  are  covered  by  several 
insurance  policies,  be  sure  indi- 
vidual charges  can  be  submitted 
or  resubmitted  for  reimbursement 
under  any  policy  without  diffi- 
culty. 

Pursue  delinquent  accounts 

• Most  patient  accounting  soft- 
ware produces  an  aged  trial  bal- 
ance, a report  that  breaks  down 
the  amount  due  from  each  patient 
by  the  length  of  time  each  charge 
has  remained  unpaid. 

• More  sophisticated  systems 
enable  you  to  view  only  the  ac- 
counts that  meet  certain  condi- 
tions in  formats  convenient  for 
performing  collection  tasks. 

• Some  systems  store  notes  in 
each  account  to  document  collec- 
tion activity. 

• Most  systems  print  dunning 
or  past  due  notices  on  patient  bills 
with  delinquent  balances. 

• Some  also  print  personalized 
collection  letters. 

• You  should  be  able  to  sup- 
press these  notices  and  letters  for 
certain  patients,  as  necessary. 

Produce  reports 

Most  patient  accounting  soft- 
ware packages  produce  reports 
that  summarize  charges,  pay- 
ments and  adjustments  posted 
during  the  previous  month. 

• Many  can  organize  this  infor- 
mation in  a number  of  ways,  such 
as  by  physician  and  location. 

• Some  perform  sophisticated 
analyses,  such  as  determining  the 
profitability  of  treating  patients 
enrolled  in  an  F1MO. 

• Many  allow  users  to  custom- 
design  reports  of  information 
stored  in  the  computer. 

Hardware 

Hardware  is  the  physical  com- 
puter equipment,  which  is  noth- 


ing more  than  a vehicle  for  run- 
ning the  software.  While  it  must 
have  the  capability  and  speed  to 
operate  the  software,  the  fastest, 
most  powerful  model  is  not  al- 
ways necessary. 

A typical  configuration  includes: 
1)  the  system  unit,  containing  a 
processor,  which  performs  logical 
and  arithmetic  functions,  and 
memory,  which  temporarily  stores 
programmed  instructions,  data 
and  the  results  of  processing;  2) 
devices  such  as  the  disk  and  tape 
drives  for  more  permanent  stor- 
age of  information;  3)  one  or  more 
terminals,  consisting  of  a monitor 
and  keyboard  that  enable  people 
to  communicate  with  the  com- 
puter system;  4)  one  or  more 
printers;  and  5)  a modem,  which 
links  the  computer  to  other  com- 
puters. 

Vendor  support 

Vendor  support  can  help  you 
get  the  most  from  your  invest- 
ment. Services  include:  site 
preparation;  training;  installation 
of  hardware  and  software;  assis- 
tance in  converting  records;  and 
postimplementation  support. 

Vendor  support  can  make  the 
difference  between  a barely  func- 
tioning computer  system  and  one 
that  exceeds  expectations.  Train- 
ing is  important  for  all  applica- 
tions. For  patient  accounting, 
help  with  converting  records  to 
the  new  system  is  crucial  because 
errors  arising  from  a bungled 
conversion  can  result  in  hostile 
patients,  lost  revenue  and  angry 
physicians.  □ 

Jack  Valancy  heads  a health  care 
management  consulting  firm  in 
Cleveland  Heights,  Ohio.  Copyright 
1989  by  jack  Valancy  Consulting. 
Reprinted  with  permission. 
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Fraud  and  abuse  in 
health  care  joint  ventures 


John  H.  Fisher,  II 
Indianapolis 

Physicians  are  frequently  pre- 
sented with  opportunities  to  enter 
into  business  joint  ventures  with 
hospitals,  other  physicians  and 
other  health  care  providers.  These 
arrangements  can  be  good  busi- 
ness ventures  for  physicians,  espe- 
cially when  they  are  a natural 
outgrowth  of  the  physician's  prac- 
tice. However,  these  joint  ven- 
t jres  must  be  carefully  structured 
to  avoid  a violation  of  the  Medi- 
care and  Medicaid  fraud  and 
abuse  rules. 

This  article  will  discuss  the 
Medicare  and  Medicaid  fraud  and 
abuse  rules  including  the  new 
Proposed  Safe  Harbor  Regulations 
and  the  impact  of  these  rules  on 
some  common  business  arrange- 
ments entered  by  physicians. 

The  Anti-Kickback  Statute  and 
new  proposed  regulations 

Section  1 128B  of  the  Social  Secu- 
rity Act1  (Anti-Kickback  Statute) 
makes  it  a federal  felony  for  any 
individual  or  entity  to  knowingly 
and  willfully  offer,  pay,  solicit  or 
receive  remuneration,  in  cash  or 
in  kind,  directly  or  indirectly, 
overtly  or  covertly,  in  exchange 
for  a referral  or  in  order  to  induce 
referrals  for  health  care  services  or 
the  purchasing,  leasing,  ordering 
or  arranging  for  any  good,  serv- 
ice, facility  or  item  paid  for  under 
Medicare,  Medicaid  or  other  pro- 
grams receiving  federal  funding. 

The  language  and  court  inter- 
pretation of  the  Anti-Kickback 
Statute  is  extremely  broad  and 
could  have  an  impact  on  many 
business  arrangements  commonly 


entered  into  by  health  care  pro- 
viders. The  broadest  interpreta- 
tion of  the  Anti-Kickback  Statute 
to  date  was  delineated  in  United 
States  v.  Greber 2 where  the  U.S. 
Court  of  Appeals  for  the  Third 
Circuit  held  that  the  Anti-Kick- 
back Statute  prohibited  not  only 
direct  kickbacks,  but  any  payment 
where  the  intent  is  to  induce  re- 
ferrals, even  when  another  pur- 
pose for  the  payment  is  to  com- 
pensate the  recipient  for  bona  fide 
services  rendered.  Under  this 
interpretation,  any  payment  meth- 
odology that  encourages  overutili- 
zation of  health  care  services  that 
are  paid  for  by  Medicare  or  Medi- 
caid will  be  subject  to  fraud  and 
abuse  scrutiny  even  where  no 
overutilization  actually  occurs. 

Many  physicians  have  made  or 
are  considering  investments  in 
entities  that  operate  medical 
equipment  or  facilities  to  which 
the  physician  intends  to  refer  pa- 
tients. For  example,  neurologists 
and  radiologists  often  invest  in 
magnetic  resonance  imagers; 
urologists  often  invest  in  lithotrip- 
tors;  family  practitioners  often 
invest  in  home  health  agencies, 
breast  screening  clinics  or  phar- 
macies. Physicians  receive  pay- 
ment from  these  entities  in  a num- 
ber of  different  forms. 

The  broad  interpretation  of  the 
Anti-Kickback  Statute  has  called 
into  question  many  of  these  seem- 
ingly innocuous  business  arrange- 
ments and  payment  methodolo- 
gies. 

The  Office  of  Inspector  General 
(OIG),  pursuant  to  congressional 
direction, ; has  developed  "safe 
harbor"  regulations  (Proposed 
Safe  Harbor  Regulations)  that  will 
provide  for  activities  that  can  be 


engaged  in  by  health  care  provid- 
ers without  violating  the  Anti- 
Kickback  Statute.  The  Proposed 
Safe  Harbor  Regulations  were 
published  in  the  Federal  Register 
on  Jan.  23,  1989,  and  were  effec- 
tive after  the  March  24  deadline 
for  making  public  comments. 

The  Proposed  Safe  Harbor 
Regulations  will  provide  guidance 
for  providers  in  structuring  health 
care  joint  ventures.  The  current 
drafts  of  the  Proposed  Safe  Har- 
bor Regulations  are  not  law. 
However,  these  drafts  do  provide 
some  guidance  as  to  what  prac- 
tices individuals  who  are  respon- 
sible for  enforcement  feel  will  not 
violate  the  Anti-Kickback  Statute. 

Even  though  failure  to  comply 
with  the  Proposed  Safe  Harbor 
Regulations  will  not  lead  to  an 
automatic  violation  of  the  Anti- 
Kickback  Statute,  the  new  regula- 
tions will  provide  prosecutors 
with  additional  guidance  as  to 
what  constitutes  a violation  of  the 
Anti-Kickback  Statute.  This  is 
likely  to  lead  to  increased  enforce- 
ment activity.  Thus,  physicians 
should  re-evaluate  their  current 
and  contemplated  practices  and 
business  activities  and  attempt  to 
comply  with  the  safe  harbor  regu- 
lations. 

The  remainder  of  this  article 
will  discuss  the  fraud  and  abuse 
aspects  of  the  various  forms  of 
payment  that  physicians  receive 
from  entities  to  which  they  refer 
patients  and  will  suggest  some 
forms  of  payment  that  will  be 
permissible  under  the  Proposed 
Safe  Harbor  Regulations." 

Receipt  of  investment  interest 
from  joint  venture  entity 

Physicians  who  invest  in  entities 
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to  which  they  are  in  a position  to 
make  referrals  often  receive  remu- 
neration from  those  entities  as 
corporate  dividends,  partnership 
distribution  or  interest  on  debt 
obligations.  When  payments  re- 
ceived from  the  entity  vary  with 
the  number  of  referrals  made  by 
the  individual  physician  or  are 
tied  to  the  patient  revenues  gener- 
ated from  patients  referred  by  the 
physician,  a violation  of  the  Anti- 
Kickback  Statute  will  be  present. 
Payments  that  are  otherwise  in 
excess  of  a fair  return  on  the  phy- 
sician's investment  or  are  made 
from  entities  when  the  physician 
is  not  truly  "at  risk"  also  may 
violate  the  Anti-Kickback  Statute. 

The  Proposed  Safe  Harbor 
Regulations  will  create  one  "safe 
harbor"  that  will  insulate  the  phy- 
sician from  fraud  and  abuse  expo- 
sure for  returns  that  the  physician 
receives  from  an  entity  to  which 
the  physician  refers  patients.6 

Under  the  Proposed  Safe  Har- 
bor Regulations,  investments  in 
publicly  held  corporations  with 
total  assets  in  excess  of  $5  million 
and  a class  of  equity  securities 
held  of  record  by  at  least  500 
people  will  not  invoke  fraud  and 
abuse  scrutiny.  This  safe  harbor 
will  not  apply  to  most  invest- 
ments made  by  physicians  to 
which  referrals  are  made  because 
these  entities  are  normally  held  by 
small  groups  of  investors.  Addi- 
tionally, most  medical  equipment 
ventures  will  have  total  assets 
under  $2  million  or  will  lease  the 
equipment  from  another  entity. 
Thus,  if  the  Proposed  Safe  Harbor 
Regulations  are  enacted  in  their 
present  form,  limited  protection 
will  exist  for  joint  venture  invest- 
ments. The  preamble  to  the  Pro- 
posed Safe  Harbor  Regulations 
solicited  public  comments  on 
other  possible  investment  interest 


safe  harbors  and  suggested  the 
inclusion  of  safe  harbors  for: 

1.  Investments  in  certain  enti- 
ties where:  a)  a bona  fide  oppor- 
tunity to  invest  to  people  who  are 
able  to  make  or  influence  referrals 
are  made  on  an  equal  basis;  b) 
there  are  no  requirements  that  the 
investor  be  in  a position  to  make 
or  influence  referrals;  and  c)  the 
amount  of  payment  to  the  physi- 


cian is  in  proportion  to  the  physi- 
cian's investment  and  the  amount 
of  the  investment  allowed  to  the 
physician  is  related  to  the  number 
of  referrals  to  the  entity. 

2.  Investments  in  entities  in 
which  the  physician  has  a signifi- 
cant management  role. 

Previous  drafts  of  the  Proposed 
Safe  Harbor  Regulations  con- 
tained a requirement  that  all  pa- 
tients referred  to  the  entity  be 
given  notice  of  the  ownership 
interest  and  the  patient's  alterna- 
tives for  treatment.  This  require- 
ment was  deleted  from  the  most 
recent  draft  of  the  Proposed  Safe 
Harbor  Regulations.  However, 
the  preamble  to  the  most  recent 
draft  of  the  regulation  suggests 
that  giving  patient  notices  may  be 
an  additional  way  to  reduce  the 
risk  of  violating  the  Anti-Kickback 
Statute. 

Payments  received  for  services  to 
other  providers 

Some  joint  ventures  are  struc- 


tured as  service  arrangements 
between  providers.  For  example, 
hospitals  often  purchase  medical 
equipment,  urgicenters,  cardiol- 
ogy centers  and  other  similar 
health  care  businesses  and  con- 
tract with  physicians  for  the  man- 
agement and  the  professional 
services  at  those  entities.  Pay- 
ments to  providers  pursuant  to 
these  relationships  can  raise  fraud 


and  abuse  concerns. 

As  with  the  payment  of  invest- 
ment interest,  payments  for  serv- 
ices in  excess  of  fair  value  of  those 
services  or  payments  tied  to  refer- 
ral volume  or  patient  revenues 
generated  from  referrals  will  vio- 
late the  Anti-Kickback  Statute.  A 
violation  of  the  Anti-Kickback 
Statute  also  is  likely  to  be  present 
when  a physician  provides  billing 
services  to  an  entity  only  for  pa- 
tients whom  the  physician  has 
refered  to  the  entity.  These  ar- 
rangements are  likely  to  be 
viewed  as  disguised  referral  fees. 

The  Proposed  Safe  Harbor 
Regulations  will  establish  a safe 
harbor  relevant  to  personal  serv- 
ices and  management  contracts.7 
In  order  to  satisfy  this  safe  harbor, 
a written  agreement,  signed  by 
the  parties,  must  specify  the  serv- 
ices to  be  provided.  The  agree- 
ment must  be  for  a period  not  less 
than  one  year.  If  the  services  are 
not  provided  on  a full-time  basis, 
the  agreement  must  specify  the 


Thus,  physicians  should  re-evaluate 
their  current  and  contemplated  practices  and 
business  activities,  and  attempt  to  comply 
with  the  safe  harbor  regulations. 
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exact  schedule  and  charge  for 
each  interval. 

As  with  the  other  safe  harbors, 
compensation  must  be  a fair  mar- 
ket value  without  accounting  for 
the  volume  or  value  of  referrals. 
Patient  notification  requirements 
that  were  included  in  earlier 
drafts  of  the  Proposed  Safe  Har- 
bor Regulations  have  been  deleted 
in  the  most  recent  draft. 

Physicians  should  review  their 
relationships  with  all  other  pro- 
viders for  whom  they  perform 
services.  Written  agreements  that 
comply  with  the  safe  harbors 
should  be  entered  between  the 
physician  and  the  entity  for  which 
the  services  are  provided. 

Although  no  longer  a require- 
ment of  the  safe  harbor,  physi- 
cians may  wish  to  consider  notify- 
ing patients  of  their  relationship 
with  the  service  entity  and  the 
other  options  that  are  available  for 
the  patient  to  receive  these  serv- 
ices as  a way  to  further  reduce  the 
risk  of  violating  the  Anti-Kickback 
Statute. 

Payments  under  leasing 
arrangements 

A violation  of  the  Anti-Kickback 
Statute  also  can  occur  when  a 
joint  venture  leases  office  space  or 
medical  equipment  from  a physi- 
cian who  is  a significant  referral 
source.  Rental  payments  that  are 
above  market  value  or  that  are 
calculated  based  upon  the  number 
of  referrals,  patient  revenues  or 
gross  billings  generated  by  the  re- 
ferring physician  could  violate  the 
Anti-Kickback  Statute.  When  rent 
is  paid  to  an  owner  of  medical 
equipment  on  a per  procedure 
basis  and  volume  discounts  are 
given  to  the  referring  provider,  a 
violation  of  the  Anti-Kickback 
Statute  also  could  be  present. 
Under  these  circumstances,  the 


provider  is  given  an  incentive  to 
overutilize  the  medical  equipment 
in  order  to  receive  a higher  profit 
margin  on  tests. 


The  Proposed  Safe 
Harbor  Regulations 
will  establish  a safe 
harbor  relevant  to 
personal  services 
and  management 
contracts. 


The  Proposed  Safe  Harbor 
Regulations  create  safe  harbors  for 
both  equipment  and  space  rentals 
when  several  conditions  are  met.8 
First,  there  must  be  a written  lease 
agreement  for  a term  of  not  less 
than  one  year  that  clearly  de- 
scribes the  premises  or  equipment 
that  is  being  leased.  When  the 
space  or  equipment  is  not  being 
rented  on  a full-time  basis,  the 
lease  must  clearly  describe  the 
periods  of  time  that  the  space  or 
equipment  is  being  made  avail- 
able and  the  exact  rent  for  each 
interval.  The  rent  payable  pursu- 
ant to  the  lease  cannot  be  in  ex- 
cess of  fair  market  value  and  can- 
not be  calculated  based  upon  the 
volume  of  referrals  or  the  reve- 
nues generated  therefrom.  Lastly, 
the  same  disclosures  that  must  be 
made  pursuant  to  the  other  safe 
harbors  also  must  be  made  to 
patients  referred  between  the  les- 
sor and  lessee. 

Payments  made  to  employees 

The  Anti-Kickback  Statute  and 
the  Proposed  Safe  Harbor  Regula- 
tions both  provide  that  there  is  no 
violation  of  the  Anti-Kickback 


Statute  for  payments  made  to 
bona  fide  employees  of  an  entity. 
In  order  to  satisfy  this  exception, 
the  physician  must  be  an  em- 
ployee as  defined  in  the  Internal 
Revenue  Code.4  Where  the  physi- 
cian is  made  a bona  fide  employee 
of  the  joint  venture  entity,  pay- 
ments can  be  made  to  the  physi- 
cian based  upon  the  volume  of 
referrals,  patient  revenues  or  in 
other  ways  that  give  the  physician 
an  incentive  to  refer  all  patients  to 
the  entity.  These  employment 
relationships  must  be  carefully 
structured  to  assure  compliance 
with  the  Internal  Revenue  Code. 

Other  safe  harbors 

This  article  primarily  discussed 
the  safe  harbors  that  frequently 
are  at  issue  in  health  care  joint 
ventures.  However,  joint  ventures 
are  not  the  only  area  where  fraud 
and  abuse  frequently  are  con- 
fronted. 

A violation  of  the  Anti-Kickback 
Statute  also  can  arise  in  other 
areas  such  as  physician  recruit- 
ment and  incentive  programs, 
sales  of  medical  practices,  pay- 
ments to  referral  agencies  and 
discounts  and  warranties  from 
suppliers.  The  Proposed  Safe 
Harbor  Regulations  also  will  cre- 
ate safe  harbors  in  these  areas. 

The  most  recent  draft  of  the 
Proposed  Safe  Harbor  Regulations 
requested  comments  from  health 
care  providers  on  the  issuance  of 
advisory  opinions  under  the  Anti- 
Kickback  Statute.  It  is  not  clear 
whether  such  a request  will  be 
included  when  the  Proposed  Safe 
Harbor  Regulations  are  repub- 
lished. The  Department  of  Justice 
apparently  objects  to  including 
such  a provision  because  it  feels 
that  an  advisory  opinion  system 
would  hamper  enforcement  activi- 
ties. 
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Conclusion 

With  the  promulgation  of  the 
Proposed  Safe  Harbor  Regula- 
tions, physicians  should  perform  a 
fraud  and  abuse  audit  of  their 
various  business  and  financial 
relationships.  Whenever  possible, 
these  activities  should  be  struc- 
tured to  take  advantage  of  the 
Proposed  Safe  Harbor  Regula- 
tions. When  compliance  with  the 
Proposed  Safe  Harbor  Regulations 
is  not  possible,  the  payment 
mechanisms  must  be  structured  in 
a way  that  will  minimize  the  phy- 
sician's risk  of  violating  the  Anti- 
Kickback  Statute.  □ 


The  author  is  an  attorney  at  law 
for  Hall,  Render,  Killian,  Heath  & 
Lyman  located  at  Suite  1 100,  Box 


82064,  One  American  Square,  Indi- 
anapolis, IN  46282. 


Reprinted  with  permission  from 
The  Marion  County  Medical  Society 
Bulletin,  Indianapolis,  Ind. 

Endnotes 

1.  The  Anti-Kickback  Statute  was 
previously  codified  in  42  U.S.C.  §1395nn 
and  42  U.S.C.  §1396h.  The  Patient  Pro- 
gram Protection  Act  consolidated  these 
two  provisions  in  §1128B,  which  has  been 
codified  as  42  U.S.C.  §1320a-7b. 

2.  760  F.2d  68  (3rd  Cir.  1485),  cert, 
denied  474  U.S.  988  (1985). 

3.  This  congressional  direction  can  be 
found  in  Section  14  of  Pub.  L.  100-93, 
which  requires  the  OIG  to  promulgate 
rules  "specifying  payment  practices  that 
shall  not  be  treated  as  a criminal  offense 
under  Section  U28B  (b)  of  the  Social 
Security  Act  and  shall  not  serve  as  the 
basis  for  exclusion  under  Section  1128  (b) 


(7)  of  such  Act." 

4.  The  Proposed  Safe  Harbor  Regula- 
tions were  published  at  54  Fed.  Reg.  §3088 
(1989)  (to  be  codified  in  42  C.F.R 
§1001.952) 

5.  This  article  is  based  on  the  draft 
Proposed  Safe  Harbor  Regulations,  which 
were  published  in  the  Federal  Register  on 
Jan.  23,  1989.  It  is  possible  that  there  will 
be  additional  changes  to  the  Proposed 
Safe  Harbor  Regulations  when  they  are 
finalized. 

6.  The  safe  harbor  regulations,  once 
enacted,  will  be  found  in  42  C.F.R. 
§1001.952  et  seq  The  investment  interest 
safe  harbor  will  be  found  in  42  C.F.R. 
§1001.952  (a). 

7.  The  personal  service  and  manage- 
ment contract  safe  harbor  will  be  found  in 
42  C.F.R.  §1001.952  (d). 

8.  Two  separate  safe  harbors  will  be 
created  relating  to  lease  arrangements. 

The  equipment  rental  section  will  be 
located  in  42  C.F.R  §1001.952  (c),  and  the 
office  space  lease  safe  harbor  will  be 
located  in  42  C.F.R.  §1001.952  (b). 

9.  26  U.S.C.  §3121  (d)  (2). 


Let  robots  do  the  work 


I 


Philip  Ball,  M.D. 

Muncie 

I have  decided  I can't  wait!  1 
have  decided  that  I'm  not  going 
to  wait!  I have  decided  I'm  not 
going  to  sit  around  and  wait  for 
the  Harvard  resource-based  rela- 
tive value  scale  (RBRVS,  HSIAO 
Report)  to  become  medical  law,  so 
I,  a general  internist,  can  get  just 
compensation  for  my  work. 

Medicare,  Medicaid,  Blue  Shield 
and  all  the  other  medical  insur- 
ance carriers,  the  PPO's,  the 
HMO's  the  PDQ's,  the  LTD's  and 
the  BVD's  all  pay  me  a pittance 
for  my  one  hour  intensive  history 
and  physical  exam  performed  in 
my  office,  including  the  use  of  my 
hired  nurse,  my  hired  secretary, 
my  office  overhead  and  my  eyes, 
ears,  hands,  nose  and  brain. 
However,  these  same  insurance 
third  parties  will  pay  grandiosely 
and  extravagantly  when  any  of 
my  colleagues  use  a device,  a 
wire,  a hose,  a light  source,  a 
catheter,  a piece  of  machinery,  an 
electronic  device,  a knife,  a clamp, 
a saw,  a nail  file,  etc. 

Now,  I have  decided  I am  un- 
able to  wait  for  the  RBRVS  to 
become  law,  and  after  laborious 
research,  I have  developed  a com- 
puterized robot  that  will  perform 
the  history  and  physical  exam  for 
me! 

Several  copies  of  the  first  robot 
prototype  already  have  been  pro- 
duced in  my  laboratories.  We  call 
these  H & P robots  by  the  acro- 
nym H.E.E.P.  The  H.E.E.P.  robot 
includes  the  usual  video  screen 
and  a complex  computer  that  can 
be  activated  by  the  human  voice. 


The  robot  is  able  to  respond  in  a 
robotic  voice  so  history  can  be 
taken  from  a patient  by  the  voice 
technique  with  which  patients  are 
familiar.  The  robot  completes  the 
usual  history  sequence  using  the 
computer  branching  technique 
and  then  immediately  spews  out  a 
typed  copy  of  the  history.  The 
H.E.E.P.  robot  moves  on  to  the 


total  physical  exam,  carefully  in- 
specting the  individual  from  ret- 
ina to  toenails  and  compares  its 
findings  against  the  range  of  nor- 
mal in  its  memory  storage. 

Generally  speaking,  people 
seem  to  like  the  impersonal  and 
nonjudgmental  character  of  the 
H.E.E.P.  robot.  However,  a few 
problems,  gremlins  or  glitches 


HEIGHT  EVALUATION 
AVOIRDUPOIS  EVALUATION 
SPHYGMOMANOMETRY 

THERMAL  EVALUATION 

PULSE  FREQUENCY  DETERMINATION 
IRIDO- DIAGNOSIS 

RHINOSCOPY 

RETINOSCOPY 

E.O.M.  EVALUATION 

EXTERNAL  AUDITORY  CANAL  SCOPING 

TYMPANIC  MEMBRANE  INSPECTION 

ORAL  EVALUATION 


> 

English 

$2 

Metric 

$2 

English 

$2 

Metric 

$2 

RA  sitting 

$2 

LA  sitting 

$2 

RA  standing 

$2 

LA  standing 

$2 

Fahrenheit 

$1 

Celsius 

$1 

$2 

With  light 

$2 

With  accommodation 

$2 

$2 

$2 

$2 

$2 

$2 

Dental 

$2 

Gingival 

$2 

Glossal 

$2 

Buccal 

$2 

Pharyngeal 

$2 

Palatine 

$2 
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have  occurred.  Some  people  take 
offense  at  the  abruptness  of  the 
H.E.E.P.  system  review  question- 
ing. For  example,  some  people 
are  offended  when  the  robot  voice 
switches  from  asking,  "How  are 
your  bowel  movements?"  to  ask- 
ing "Tell  me  about  your  sex  life." 
Some  patients  have  complained 
about  the  robot's  physical  exam. 

After  completing  the  history 
and  physical,  the  H.E.E.P.  robot 
conducts  a diagnostic  search  using 
a computerized  diagnostic  disc. 
After  arriving  at  some  tentative 
impressions,  the  robot  verbalizes 
some  instructions  to  the  patient 
and  spews  out  necessary  printed 
prescriptions  and  instructions  for 
the  patient.  The  robot,  if  con- 
nected by  a telephonic  interface, 
also  can  make  appointments  for  x- 
rays  and  lab  tests  and  spew  out 
printed  appointment  pages. 

But  most  importantly,  at  the 
conclusion  of  its  history  and 
physical,  the  H.E.E.P.  robot  trans- 
mits by  telephone  the  necessary 


identifying  numbers  to  gain  com- 
pensation from  the  insurance  car- 
riers. The  robot  will  change  the 
present  Mickey  Mouse  reimburse- 
ment of  $50  to  $75  into  a generous 
$633  reimbursement.  The  robot 
breaks  a history  and  physical 
exam  down  into  approximately 
150  units  for  its  computer  and 
bills  for  each  one  of  them.  The 
Table  is  an  example  of  a brief  por- 
tion of  the  physical  exam  compu- 
terized billing. 

The  H.E.E.P.  robot  can  reduce 
the  time  needed  to  complete  the 
history  to  about  10  minutes.  The 
patient  is  not  allowed  to  carry  out 
any  palaver  during  the  history 
taking,  that  is,  no  idle  take  about 
the  weather,  politics,  fishing  or 
golf,  so  no  time  is  wasted. 

The  H.E.E.P.  robot  also  can  con- 
duct an  efficient  and  extensive 
physical  examination  in  about  five 
minutes.  Therefore,  the  average 
general  internist  would  be  able  to 
schedule  four  complete  histories 
and  physical  exams  for  the 


H.E.E.P.  robot  per  hour.  This 
scheduling  would  amount  to  four 
times  $633  of  insurance  compen- 
sation and  would  increase  the 
general  internist's  income  to  com- 
pare favorably  with  those  who 
perform  colonoscopy,  cataract 
surgery  and  pacemaker  insertion. 

Of  course,  any  physician  who 
buys  a H.E.E.P.  robot  will  have  to 
amortize  the  cost,  which  is  about 
$6,000.  But,  as  we  begin  mass 
production  of  the  robots,  the  cost 
will  decrease  considerably.  And 
of  course,  the  cost  of  the  robot  is  a 
deductible  expense. 

Orders  are  now  being  taken  for 
H.E.E.P.  robots  and  the  price  will 
be  about  $6,000  F.O.B.  Muncie, 

Ind.  Delivery  will  be  in  the  se- 
quence of  the  orders  received. 
Interested  individuals  should  or- 
der promptly.  May  1989  delivery 
dates  are  being  scheduled.  -1 

Correspondence:  Philip  Ball,  M.D., 
2600  W.  Jackson,  Muncie,  IN  47303. 


g ""  ■ > - \ 

A new  BMW  is  at  your  fingertips. 

If  you  aspire  to  attain  the  ultimate  standard  of  living,  like  a new  BMW,  then  MediMac™  is  the  ultimate  soft- 
ware for  you.  No  other  practice  management  software  provides  greater  potential  for  additional  income  as  quickly. 
Because  its  Macintosh™-based,  you  simply  point  and  click.  It’s  high  performance  technology  made  easy. 

Put  your  finger  on  what  it  takes  to  succeed.  For  more  information  on  MediMac™,  call  today.  For 
MediMac™  portfolio  information,  call 
toll-free  800-888-4344.  For  software 
questions  and  pricing  information,  call 
our  regional  office  in  Indianapolis  . . . 

317-577-1990. 
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■cancer  corner 


William  M.  Dugan  Jr.,  M.D. 
Indianapolis 

The  American  College  of  Sur- 
geons announced  that  the  next 
annual  Cancer  Management 
Course  will  be  May  12  and  13  in 
Louisville,  Ky.  The  course  is  com- 
prised of  14  lectures,  five  skill 
stations  and  two  patient  manage- 
ment problems.  A multidiscipli- 
nary approach  to  cancer  patient 
care  is  emphasized.  The  course 
qualifies  for  13  hours  of  CME 
credit  in  Category  1 as  outlined  by 
the  American  Medical  Association 
for  the  Physician  Recognition 
Award.  The  registration  fee  is 
$275  for  fellows  of  the  college, 
participants  in  the  candidate 
group  and  residents.  The  registra- 
tion fee  is  $350  for  nonfellows. 

The  fee  includes  a course  syllabus 
and  a manual.  For  additional 
information,  call  Clifola  Coleman 
at  (312)  664-4050,  ext.  401. 

Congratulations  to  Lloyd  Ever- 
son, M.D.,  Indianapolis,  on  his 
appointment  as  the  regional  liai- 
son for  the  American  College  of 
Surgeons  in  Indiana.  Dr.  Everson 
is  the  director  of  the  Indiana  Re- 
gional Cancer  Center  of  Commu- 
nity Hospitals. 

Congratulations  to  Wabash 
County  Hospital,  and  to  Robert  La 
Salle,  M.D.,  chairman  of  the  Can- 
cer Committee,  for  the  initial 
three-year  approval  of  their  cancer 
program  by  the  American  College 
of  Surgeons.  This  approval  makes 


Wabash  County  Hospital  one  of 
the  smallest  U.S.  hospitals  with 
cancer  program  approval. 

The  Marion  County  Cancer 
Society  wants  doctors  to  remind 
their  patients  about  Camp  Little 
Red  Door  held  June  11  through 
17.  This  camp  offers  cancer- 
stricken  children  and  teenagers 
the  opportunity  to  experience 
"normal"  summer  activities.  One 
sibling  per  patient  is  invited  to 
camp  as  space  allows.  A staff  of 
experienced  medical  personnel 
offers  24-hour  a day  care.  Pa- 
tients on  active  treatment  can 
receive  their  medications  at  the 
infirmary.  All  facilities  are  wheel- 
chair accessible.  For  information, 
call  (317)  925-5595. 

"Survivors  Day"  will  be  cele- 
brated in  Indiana  Sunday,  April 
30.  This  event,  sponsored  by  the 
American  Cancer  Society,  will 
focus  on  the  increasing  numbers 
of  people  who  survive  bouts  with 
cancer.  A special  celebration  will 
be  held  in  Indianapolis  with 
Susan  Bayh,  the  wife  of  Indiana 
Gov.  Evan  Bayh.  The  program 
will  emphasize  the  need  for  ear- 
lier diagnosis  of  the  disease. 

Many  other  community  hospitals, 
including  Decatur  County  Memo- 
rial Hospital  in  Greensburg  and 
Jackson  Schneck  Hospital  in  Sey- 
mour, plan  to  recognize  patients 
and  their  families  who  have  sur- 
vived cancer.  For  information, 
contact  the  local  chapter  of  the 
American  Cancer  Society. 


As  reimbursement  issues  be- 
come more  critical  to  all  practicing 
physicians,  the  medical  oncolo- 
gists of  Indiana  have  decided  to 
become  pro-active  in  dealing  with 
third  parties  in  Indiana.  Robert  T. 
Woodburn,  M.D.,  of  Merrillville, 
organized  an  ad  hoc  meeting  of 
medical  oncologists  for  the  pur- 
pose of  dealing  with  Medicare 
and  the  important  and  unique 
concerns  of  cancer  medicine.  An 
organizing  committee  including 
Lloyd  Everson,  M.D.,  William 
Dugan,  M.D.,  Robert  Hendershot, 
Steve  Meyers,  M.D.,  and  Robert 
Woodburn,  M.D.,  was  selected. 

To  receive  additional  information, 
contact  any  committee  member. 

Upcoming  meetings:  The  Indi- 
ana Association  of  Osteopathic 
Physicians  and  Surgeons  Annual 
Convention  will  be  April  27 
through  29  at  the  Westin  Hotel  in 
Indianapolis.  The  topic  will  be 
"Bridging  the  Age  and  Gender 
Gap  - Diseases  of  Women  and 
Children."  Several  programs  on 
cancer  will  be  presented.  For 
additional  information,  call  Steven 
Noone,  D.O.,  at  (317)  926-3009. 

The  Dayton  Oncology  Society 
and  the  Elipple  Cancer  Research 
Center  will  present  "Tumor  and 
Host  Properties  Involved  in  Blood 
Borne  Metastasis  of  Specific  Sites" 
Wednesday,  May  3.  The  guest 
lecturer  will  be  Garth  L.  Nichol- 
son, Ph.D.,  from  M.D.  Anderson 
Hospital  and  Cancer  Center. 

For  information,  call  (513)  293- 
8505.  □ 
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VERA  CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 


carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 


new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  the  com  memo- 
rative  stone  has  suffered  from 
severe  erosion  and  deface- 
ment, the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Service.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physician’s  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carving  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes,  I want  to  affirm  my  commitment 
to  health  and  medicine  in  America 
Please  accept  my  contribution  for. 

Other 

_ $100 
_ $50 

$25 

Please  make  checks  payable  to: 

AMA  Stone/National  Park  Service 
Mail  your  payment  with  this  form  to. 
AMA  Stone/National  Park  Service 
PO  Box  109016 
Chicago,  Illinois  60610-9016 


Citv/Stace/Zip 

All  donations  are  tax  deductible  All  contributions  will  be  publicly  recognized  in  an 
unveiling  ceremony  for  the  new  stone  when  it  is  fully  restored 
Thank  you  for  your  contribution 


■editorial 


Frank  B.  Ramsey,  M.D. 

INDIANA  MEDICINE  editor 

A new  type  of  organization 
has  been  formed  in  Indiana  to 
discuss,  investigate  and  adjudicate 
questions  of  pertinency  and  car- 
rier fulfillment  appearing  in  the 
filing  and  processing  of  some 
claims  for  reimbursement  for  serv- 
ices to  dependents  of  Medicaid 
and  Medicare. 

The  formation  of  the  organiza- 
tion went  through  more  changes 
than  occur  in  the  life  of  a butter- 
fly. The  process  was  slow  and,  at 
times,  difficult  because  no  similar 
organization  had  ever  been 
formed  in  the  United  States. 

Formed  as  a coalition  of  senior 
citizens  groups,  physicians  and 
other  patient  advocates,  the  or- 
ganization has  begun  a series  of 
monthly  meetings  with  the  repre- 
sentatives of  Medicare  carriers. 


■ letter  to  the 


Arthur  J.  Kuhn,  M.D. 

Munster 

I am  writing  to  discuss  my  dis- 
gust at  reading  in  the  October 
1988  issue  of  Indiana  medicine  a 
lengthy  article  by  a freelance 
writer,  Betty  White,  titled  Depres- 
sion, etc.,  on  page  851  and  fol- 
lows. My  disgust  comes  from  the 
Indiana  State  Medical  Associa- 
tion's journal  repeating  the  error 
that  most  of  the  popular  media 
are  guilty  of,  which  is  medical 
articles  written  by  lay  people  with 


Beginning  in  September  1988,  the 
meetings  have  accomplished  sev- 
eral goals.  The  ISMA  furnishes 
the  meeting  site  and  clerical  sup- 
port. Even  this  early  in  the  nego- 
tiating process,  several  changes  in 
the  claims  mechanism  have  been 
accomplished.  In  addition,  the 
Medicare  carrier  has  doubled  its 
staff  for  this  type  of  claim  settle- 
ment, has  retrained  personnel  and 
is  modifying  its  computer  soft- 
ware. 

The  Grant  County  Medical  Soci- 
ety has  been  the  origin  and  the 
focus  of  the  development  process. 
Both  the  Patient  Advocate  Com- 
mittee and  the  Insurer  Perform- 
ance Review  Committee  of  Grant 
County  have  been  studying  the 
problem  for  several  years.  The 
two  committees  and  all  members 
of  the  society  have  systematically 
defined  the  problem  and  have 
worked  diligently  on  the  solution. 
The  ISMA  Board  of  Trustees  was 


editor 


no  information. 

This  article,  which  I read  in 
some  detail,  is  almost  exclusively 
a “book  report"  of  some  reports 
from  the  National  Institute  of 
Mental  Health.  As  a physician 
practicing  in  Indiana,  I feel  noth- 
ing but  disgust  reading  a rehash 
of  material  from  a government 
institution  by  a freelance  writer 
who  wrote  it  for  profit  in  a sup- 
posed professional  medical  jour- 
nal. 

I would  ask  that  Indiana  medi- 
cine not  publish  such  material, 
which  is  better  suited  for  the  tab- 


consulted early  on,  and  many  of 
the  ISMA  agencies  have  contrib- 
uted hard  work  and  good  advice. 
The  early  experiences  of  the  new 
organization  indicate  that  the 
problem  is  soluble. 

Diplomatic  efforts  of  all  the 
people  involved,  both  in  the  new 
organization  and  in  the  insurance 
carrier  industry,  show  promise  of 
the  ability  to  smooth  out  the  diffi- 
culties and  provide  a Medicare/ 
Medicaid  system  that  will  support 
the  best  of  medical  care  with  satis- 
factory financial  help. 

Insurer  Performance  Review  is  a 
publication  of  the  Grant  County 
Medical  Society  that  is  dedicated 
to  the  problems  and  processes  that 
have  developed.  Copies  of  the 
October  1988  edition,  which  sum- 
marizes the  events,  are  available  as 
long  as  the  supply  lasts  by  writing: 
R.J.  Jackson,  M.D.,  1009  Profes- 
sional Arts  Building,  500  Wabash 
Ave.,  Marion,  IN  46952.  O 


loid  press  and  the  sensational 
journals  at  the  checkout  counter  of 
most  supermarkets. 

This  is  another  example  of  gov- 
ernment publishing  something, 
lay  people  taking  it  to  the  media 
and  then  indicating  that  physi- 
cians don't  know  what  they're 
talking  about.  _l 

Editor's  note:  The  article  in  ques- 
tion should  not  have  been  published. 
However,  during  the  reorganization 
of  the  journal  staff,  it  urns  inadver- 
tently placed  in  the  wrong  category. 
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■auxiliary  report 


Ann  Wrenn 

ISMA  Auxiliary  President 

“C 

ommitment  renewed  . . . 
potential  unlimited."  This  quota- 
tion, by  Mary  Strauss,  AMA-Aux- 
iliary  president,  reflects  the  atmos- 
phere surrounding  the  ISMA  Aux- 
iliary. The  renewed  commitment 
of  each  county  medical  auxiliary, 
indeed  each  individual  member,  is 
making  a difference  in  Indiana. 

Besides  volunteering  hundreds 
of  hours  each  week,  the  organiza- 
tion has  provided  support  and 
emphasis  to  the  following  areas: 

1)  AMA-ERF  - Support  for  this 
education  and  research  founda- 
tion is  still  our  largest  philan- 
thropic effort.  The  I.  U.  Medical 
School  benefits  annually  from  the 
auxiliary's  efforts.  The  continu- 
ation of  medical  education  is  an 
absolute  necessity.  The  programs 
that  benefit  from  AMA-ERF  con- 
tribute to  the  medical  excellence 


for  which  all  Indiana  physicians 
have  worked  so  hard. 

2)  Health  projects  - The  proj- 
ects initiated  in  the  counties  have 
concentrated  on  adolescent  health 
issues  addressed  in  the  White  Pa- 
per, published  by  the  AMA.  Teen- 
age pregnancy,  anti-tobacco  pro- 
grams and  suicide  awareness  are 
just  three  areas  of  concern. 

The  ISMA  Auxiliary  has  been 
asked  to  assist  the  Indiana  State 
Board  of  Health  in  the  prenatal 
initiative  of  Dr.  Woodrow  Myers. 
The  steering  committee  for  this 
program  is  studying  the  program 
and  will  announce  the  auxiliary's 
supporting  role  soon. 

3)  Medical  legislation  - The 
legislature's  decisions  affect  all 
Hoosiers.  Our  key  contact  system 
works.  By  using  the  ISMA  Legis- 
lative Alerts  we  are  able  to  keep 
up-to-date  on  possible  medical 
legislation  in  Indiana.  We,  in 
turn,  can  communicate  these  is- 
sues to  our  physician  spouses 


* 


who  also  can  talk  with  their  legis- 
lators. Decisions  regarding  the 
practice  of  medicine  are  increas- 
ingly made  by  legislative  bodies. 

It  is  vitally  important  to  maintain 
open  and  knowledgeable  commu- 
nication with  our  legislators. 

4)  Support  for  medical  families 
- The  stresses  of  medical  practice 
affect  our  marriages  and  children. 
We  in  the  ISMA  Auxiliary  feel 
strongly  that  medical  families 
deserve  legitimate  support  pro- 
grams. Not  only  are  we  discuss- 
ing programs  that  will  assist  with 
alcohol  and  drug  problems,  but 
we  are  including  the  stresses 
caused  by  medical  litigation. 

The  ISMA  Auxiliary  has  focused 
on  these  four  programs  this  year. 
All  four  areas  deserve  further 
time  and  effort.  Our  renewed 
commitment  to  the  auxiliary's 
efforts  has  just  scratched  the  sur- 
face of  our  potential  as  we  con- 
tinue to  support  the  Indiana  State 
Medical  Association.  O 
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WILLIAM  K.  NASSER,  M.D. 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 


JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 
PERCUTANEOUS  VALVULOPLASTY 
ELECTROPHYSIOLOGIC  TESTING 

ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  400 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


JANE  HOWARD,  M.D. 
MICHAEL  BOURNIQUE,  M.D. 


JAMES  H.  ADLAM,  M.D. 
FRANK  J.  GREEN,  M.D. 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  871-6666 
(TOLL-FREE)  800-732-1482 
(TOLL-FREE)  800-CHD-PTCA 


(NATIONAL  TOLL-FREE)  1 -800-CAD-PTCA 

DAY  OR  NIGHT 


308 


INDIANA  MEDICINE/April  1989  IN 


■ physicians'  directory 


. isEsi  U 1 


lliiiii 


CARDIOLOGY 


INDIANA  HEART  PHYSICIANS,  INC. 

Beech  Grove  Medical  Center 

HO  Hickman,  Jr.,  MD,  FACC 

Cardiology  and  Cardiac  Catheterization 

112  North  17th  Avenue 

Thomas  M Mueller,  MD, FACC 

Coronary  Angioplasty 

Suite  300 

J Douglas  Graham,  MD,  FACC 

Balloon  Valvuloplasty 

Beech  Grove  IN  46107 

Kathleen  H.  Flohr,  PhD,  MD,  FACC 

Electrophysiology 

With  additional  offices  located  in  the 
Indianapolis-Greenwood  area  and  Columbus 

Jeffrey  F Christie,  MD 

Permanent  Pacemaker  Implantation 

David  J.  Hamilton,  MD 

Nuclear  Cardiology 

Stephen  H Kliman.  MD,  FACC 

Doppler  and  Echocardiography 

Thomas  C Passo,  MD 

Exercise  Stress  Testing 

Indianapolis-Greenwood 

Holter  Monitoring 

(317)783-8800 

ECG  Event  Monitoring 

(800)992-2081  (Indiana  Only) 

Pacemaker  Surveillance 

Columbus: 

Stress  Echocardiography 

(812) 379-2020 

Nonmvasive  Peripheral  Vascular 

(800)  537-9587  (Indiana  Only) 

Evaluation 

INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 


Robert  E.  Edmands,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
DOPPLER  AND  ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


7250  Clearvista  Drive 
Suite  #227 

Indianapolis,  Indiana  46256 
(317)  841-5385 
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CARDIOIOGY 


are  pleased  to  announce  the  association  of 
James  J.  Heger,  M.D.,  F.A.C.C. 
for  the  practice  of  cardiology. 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)  482-4865 
1-800-637-6505  (Indiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois) 


CARDIOL 


FORT  WAYNE 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 


Fred  Doloresco,  M.D.,  F.A.C.C. 
John  F.  Phillips,  M.D.,  F.A.C.C. 
Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D. 
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FRACTURE  CARE/TRAUMA 
SPORTS  MEDICINE 
ARTHROSCOPIC  SURGERY 
JOINT  RECONSTRUCTION 
SCOLIOSIS 
SPINAL  SURGERY 
SHOULDER  SURGERY 
HAND  SURGERY 
FOOT  SURGERY 
PEDIATRIC  ORTHOPAEDICS 
ADULT  ORTHOPAEDICS 


OFFICE  ANSWERS  DAY  & NIGHT 


TOLL  FREE  IN  INDIANA  (800)  223-3381 

DONALD  S.  BLACKWELL,  M.D. 
F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 
WILLIAM  O.  IRVINE,  M.D. 
JOSEPH  C.  RANDOLPH,  M.D. 
DONALD  E.  RUSSELL,  M.D. 

MARK  R.  STEVENS,  M.D. 
TERRY  R.  TRAMMELL,  M.D. 
ANDREW  J.  VICAR,  M.D. 
VINCENT  L.  FRAGOMENI,  M.D. 
JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 
SANFORD  S.  KUNKEL,  M.D. 
DAVID  A.  FISHER,  M.D. 
HENRY  G.  STEIN,  M.D.,  F.A.C.S. 

Orthopaedic  Surgeons 


MAIN  OFFICE 

1801  N.  Senate  Blvd. 
Suite  200 


923-5352 


Appointment  Scheduling  924-2778 


WESTLAKE 

805  Beachway  Dr. 


244- 


DANVILLE 

252  Meadow  Dr. 


745-4525 


Major  Credit  Cards  Accepted 
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The  Medical  Laboratory 

of  Drs.  Thornton- Hay  mond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 
5940  West  Raymond  Street  ‘Indianapolis,  Indiana  46241 


TOXICOLOGY 

MICROBIOLOGY 

CHEMISTRY 

HEMATOLOGY 

HISTOLOGY 


PROUDLY 

SERVING 

INDIANA 

SINCE 


Free  Courier  Service 

Assignment  Accepted: 
Medicare  / Medicaid 
1st  Care-Maxicare 
BC/BS  VIP  and  PCI 
Programs-HealthPlus 

24  Hour  Pathology 
Consultation 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  317/248  2448 
"Here  Today  To  Serve  You  Tomorrow" 


CRITICAL  CARE 

PULMONARY  DISEASE 

A 


Methodist 
Hospital 


OF  INDIANA.  INC 


CRITICAL  CARE 
MEDICINE 


Specialists  in  the  care  of 
critically  ill  or  injured  patients 

David  Powner,  M D , FC  C P 
Michael  Buran,  M D Regis  Lagler,  M D 
Stephen  Olvey,  M D Daniel  J Polacek,  M D 


1701  North  Senate  Boulevard 
Indianapolis,  IN  46202 


(317)  929-5293 


RICHARD  E.  BRASHEAR,  M.D.,  F.A.C.P. 

Pulmonary  Disease 

St  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  815 
Indianapolis,  Indiana  46260 

(317)  871-6200 
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CLINICAL  & ANATOMIC  PATHOLOGY 


GPL 


CENTRAL  INDIANA 
PATHOLOGY  LABORATORIES,  INC. 


Edwin  E.  Pontius,  M.D.,  F.C.A.P. 
Director 

Mary  L.  Forster,  M.D.,  F.C.A.P. 
Co-Director 

Lawrence  W.  Pontius,  M.T.  (ASCP) 
Administrator 


• PROMPT  WALK  IN  SERVICE 

• 24  HOUR  TURNAROUND 
FOR  MOST  TESTS 

• COURIER  SERVICE  FOR 
PHYSICIAN  OFFICES 

• ASSIGNMENT  ACCEPTED  ON 
MEDICARE  AND  MEDICAID 

• BLUE  SHIELD  V.I.P.  AND 
PREFERRED  PROVIDER 

• ACCEPT  MAXICARE,  PMA/PHA, 
HEALTH  PLUS,  ETC 


MAIN  LABORATORY 

Northwest  Medical  Building 
3500  Lafayette  Rd.  291-9364 

BRANCH  LOCATIONS 

Westlake  Medical  Building 
805  Beachway  Dr.  244-7754 
Zionsville 

50  Boone  Woods  873-4286 

Across  from  Community  North  Hosp. 
7430  N.  Shadeland  Ave.  841-0133 


• A FULL  SERVICE  OUTPATIENT  CLINICAL  LABORATORY  • 


ORTHOPEDIC  FOOT  SURGERY 

OTOLOGY 

ROBERT  M.  PALMER,  M.D. 

A.A.O.S.  F.A.C.S. 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

Member  of  the  American  Orthopaedic 
Foot  and  Ankle  Society 

ORTHOPAEDIC  RECONSTRUCTIVE 
SURGERY  OF  THE  FOOT  AND  ANKLE 

HOOSIER  ORTHOPAEDICS  & SPORTS  MEDICINE,  PC. 

2020  W 86th  Street,  Suite  304 
Indianapolis,  Indiana  46260 
(317)  872-3364 


MERIDIAN  OTOLOGY  LAB 

‘Complete  Audiometric  Evaluations 

‘Hearing  Aid  Evaluations  and  Dispensing 
‘Brainstem  Auditory  Evoked  Response 
‘Visual  Evoked  Response 
* Electronystagmography 

‘Assistive  Listening  Devices — Demonstrations  Available 

Richard  Kurtz,  M.D.  Jack  Summerlin,  M.D. 
Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

3266  \.  Meridian  Street  Indianapolis,  Indiana 
Suite  BI2  (317)  925-7077 
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Indiana’s  Leading  Hospitals  Specializing  In  The 
Treatment  of  Alcoholism  and  Drug  Abuse. 


KOALA 

CENTERS 


adolescent  program 

adult  program 

family  program 

older  adults  program 

impaired  professionals  program 


Michael  Chadwick,  M D 
David  Gregory,  M D 
Koala  Center 
2223  Poshard  Drive 
Columbus.  Indiana 
(812)376-171 1 


OUTREACH  OFFICES 

Bloomington  • Fort  Wayne  • Clarksville  • Merrillville  • 
Greenwood  • Evansville  • Anderson  • 

John  Krueger,  M D 
Koala  Center  of 
St  Joseph  Medical  Center 
700  Broadway 
Fort  Wayne,  Indiana 
(219)425-3825 


South  Bend 

John  Saalwaechter,  M D 
Koala  Adolescent  Center 
1404S  State  Avenue 
Indianapolis,  Indiana 
(317)  783-4084 


cocaine  program 
outpatient  program 
disabled  program 
relapse  program 
co-dependency  program 


Indianapolis  • Marion 
Kokomo  • Lafayette 


Daniel  Kubley,  M D 
Koala  Center 
1 800  N Oak  Road 
Plymouth,  Indiana 
(219)936-3784 


Kete  Cockrell.  M D 
Koala  Center 
1711  Lafayette  Avenue 
Lebanon,  Indiana 
(317)482-371 1 


Indiana  Toll-Free  • 24-Hour  HELPLINE  • 1-800-622-4711 


ALCOHOLISM  TREATMENT 

ALCOHOLISM  TREATMENT 

Eugene  G.  Roach,  M.D. 

Medical  Director 

Anderson  Center 


<8> 


of  Saint  John's 

2210  Jackson  Street 
Ande'son  Indiana  460 1 4 


1 -800-435-9143  or  (317)  646-8383 
•Comprehensive  Alcohol  and  Drug  Treatment 
•Separate  Programs  for 
Adolescents  & Adults 
•Free  Assessment  & Intervention 


Douglas  Bullington,  M.D 

Program  Director 


□ 


□ 


□ 


COUNTERPOINT  CENTER 

at  CPC  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46143 
317/887-1348 


Free  evaluation  and  intervention 
Adult  & Adolescent  Treatment  Services 
24  hours  a day 
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INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley,  M D , FACP 
George  W Applegate,  M D 
Richard  Bloch  M D 
Charles  B Carter,  M D 
William  H Dick.  M D , FACP 
M Carol  Greenlee,  M D 


Theodore  F Hegeman,  M D 
Douglas  F Johnstone,  M D 
Wendy  L Kindig.  M D 
LeRoy  H King.  Jr  , M 0 FACP 
Mary  A Margolis,  M D 
Tim  E Taber,  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Answering  Service  926-3466 

Clinical  Nephrology,  Hemodialysis.  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


MERIDIAN  MEDICAL  GROUP,  P.C. 
MAIN  OFFICE  - 1801  N.  Senate  Blvd. 
929-5800 

NORTH  OFFICE  - 3077  E.  98th  St. 
(98th  & Keystone)  843-8704 

CARDIOLOGY 

METABOLISM  & 

Warren  E Coggeshall,  M D 

846-5666 

ENDOCRINOLOGY 

Richard  R.  Schumacher,  M.D. 

929  5818 

William  M Holland,  M D 

843-8700 

Richard  B Wenzler,  M D 

929-5818 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

Douglas  H White,  Jr , M D 

843-8736 

Robert  D Pickett,  M D 

846-4696 

B T Maxam,  M 0 

843-8703 

Lee  G.  Jordan,  M.D 

929-5826 

Michael  B DuBos,  M D 

929-5806 

Martin  P Mersenheimer,  M D 

929-5816 

Patricia  K Hendershot,  M D 

929-5815 

John  C Kohne,  M D 

929-5822 

Douglas  J Moeller,  M D 

929-5808 

Gregory  P Blitz,  V D 

929-5821 

Timothy  J.  Story,  M D 

929-581 1 

Brian  G Sped,  M D 

929-2267 

John  F.  Schaefer,  Jr , M D. 

929-5807 

Vanessa  Z.  Ameen,  M.D.  (PEDIATRICS) 

Elisabeth  K,  Datena.  M.D 

929-5809 

929-5858 

Bradley  M Sutler,  M D 

929-5813 

HEMATOLOGY/ 

CHILD  NEUROLOGY 

ONCOLOGY 

Bradford  R Hale,  M D,  (PEDIATRICS) 

James  E Schroeder,  M D 

929-5812 

929-5823 

HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS,  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D. 
Robert  M.  Hurwitz,  M.D. 


Howard  R.  Gray,  M.D. 
William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

PSYCHIATRY 

Eugene  G.  Roach,  M.D. 

Medical  Director 

Anderson  Center 

▼ of  Saint  John  s 

22  10  Jackson  Street 
Anderson  Indiana  46014 

1-80C )-4 35-9 1 43  or  (317)  646- 8114 

•Comprehensive  Psychiatric  Treatment 
•Separate  Programs  for  Adolescents 
Adults  & Geriatrics 
•Program  for  Dual  Diagnosis 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634  9930 

Larry  M.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 
Balwant  S.  Mallik,  M.D.  George  McAfee,  M.D. 
Judith  L.  Campbell,  M.D. 


Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 
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CARDIOVASCULAR  SURGERY 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular 
testing  services  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville.  Indiana  47710 
812-423-2395 


OPHTHALMOLOGY 

NEUROLOGY 

GARY!  RAFLO  W 9 3 3 3 north 

i a 

SUITE  302 

OPHTHALMIC  INDIANAPOLIS 

v g h h 

SURGERY  ^K,  CHI  800  93  7 99  66 

Shirley  M.  Mueller , M.D . 

General  Neurology 

Pain,  Headache  & 

Diseases  of  the  Autonomic  Nervous  System  Including  Dizziness 

Testing  Available 
317*87 1*6000 

Indianapolis 

North:  St.  Vincent's  Professional  Bldg  #726 
South:  University  Heights  Professional  Bldg.,  Suite  M 

FELLOW  AMERICAN  COLLEGE  OF  SURGEONS 

AMERICAN  SOCIETY  OF  OPHTHALMIC  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY 

DIPLOMATE:  AMERICAN  BOARD  OF  OPHTHALMOLOGY 

SURGERY:  EYELID  AND  EYEBROW  COSMETIC  SURGERY 
PTOSIS 

EYELID  AND  ORBITAL  TUMORS 
LACRIMAL  DRAINAGE  DISORDERS 
ORBITAL  AND  FACIAL  TRAUMA 
THYROID  EYE  DISORDERS 
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HEMODIALYSIS 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  KOKOMO 

Community  Medical  Arts  Center 
3611  South  Reed  Rd.  (31  Bypass) 
Kokomo,  Indiana  46902 
317-453-0606 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425  317-926-3466 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location 


CARYT.  RAFLO 

M D , FACS. 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9 33  3 NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


JOHN  G.  PANTZER  JR.,  M.D. 

Fellow 

American  College  of  Surgeons 
Diplomate 

American  Board  of  Plastic  Surgery 
1801  North  Senate  Blvd 
Suite  735 

Indianapolis,  Indiana  46202 
Tel:  317-929-5500 


ASTHMA  & ALLERGY 


ABDOMINAL  SURGERY 


TED  W.  GRISELL,  M.D. 

Providing  consult  (it  t tv  services 
for  ph  i/sictti ns  th  roughout  Indiana 
for  pat  tents  with 
complex  management,  problems 
5317  East  16th  Street  317  359-8261 

Indianapolis  46218  Phone  answered  24  hours 


MARK  HOLBREICH,  M.D. 

PEDIATRIC  AND  ADULT 
ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

Suite  365 

Indianapolis,  Indiana 
(317)  848-2785 

o Asthma  o Adverse  Food  Reactions 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Slinging  Insect  Allergy 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


a 0 0 0 E H 

dqMjE 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE: 
TOLL  FREE: 


317/927-5770 

1-800-ONC-HEME 

1-800-662-4363 


Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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RADIATION  ONCOLOGY 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 
812-234-7756 


VINCENNES 
Good  Samaritan  Hospital 
812-885-3478 


ROGER  ROBISON,  M.D.,  F.AC.P.  . . . M.D.  Anderson,  1980 
DAVID  BELL,  M.D.,  Ph.D.  . . . M.D.  Anderson,  1981 

TAE  CHUNG,  M.D.  ...  Chicago  Hines  V.A.,  1976 

B.  JAY  JAILWALA,  M.D.  . . . Cincinnati,  1985 

Emergency  24-hour  phone:  (812)  299-9514 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION  ONCOLOGY 

Southwestern  Indiana 

Welborn 

Radiation  Oncology  Center 

Oncology  Center 

Evansville,  Indiana 

Evansville,  Indiana 

(812)  474-1110 

(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D.; 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 

Tri-County  Cancer  Care  Center 

Jasper,  Indiana 

Princeton,  Indiana 

(812)  482-2212 

(812)  386-6663 

DEVDAS  SHETH,  M.D. 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

Olney  Cancer  Center 

Harrisburg  Oncology  Associates 

Olney,  Illinois 

Harrisburg,  Illinois 

(618)  392-3050 

(618)  252-5126 

MOISES  DOMINGO,  M.D. 

MANJU  GUPTA,  M.D. 

★★★★★★ 

Radiation  Oncology 

Henderson  Cancer  Center 

Owensboro,  Kentucky 

Henderson,  Kentucky 

(502)  926-7228 

(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

AMR  AREF,  M.D. 

★★★★★★ 

In  Indiana  1-800-843-71 17 
Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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ONCOLOGY 


Indiana  Regional 

Cancer  Center 

Science  made  Human; 


Medical 
Oncology  And 
Hematology 

L. K.  Everson,  M.D. 

Andrew  Ross 
Greenspan,  M.D, 

Shivaji  Gunale,  M.D. 

Keith  Logie,  M.D. 

M. S,  Murali,  M.D 


Radiation 

Oncology 

Nini  Bermudez- Webb,  M.D. 
Thomas  O'Connor,  M.D. 

Palliative 

Care 

Neil  Irick,  M.D. 


@ Community  Hospitals  Indianapolis 

(317)  353-4758 
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■ 

PERIPHERAL  VASCULAR  SURGERY 

VASCULAR  SURGERY,  P.C. 


\aMiilar_i 

Diagnostics 

~ Mobile 
IStui-invasive 


Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Spencer  F.  Goodson,  M.D. 


Testing 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 


■ 

COLON  & RECTAL  SURGERY 

m 

COLON  & RECTAL  SURGERY 

If ;C:: :| 

William  S.  Sobat,  M.D. 

W.  M.  KENDRICK,  M.D. 

Specialist  in  the  diagnosis  and  treatment  of 

G.  A.  DONNALLY,  M.D. 

colon  and  rectal  disease. 

R.  JAMES  WILSON,  M.D. 

• 

A 

W.  E.  KELLEY,  M.D. 
RICHARD  L.  STOUT,  M.D. 

C 

PAULA  A.  HALL,  M.D. 

INDIANA  COLON  & RECTAL  CENTER,  P.C. 

Practice  limited  to  Colonoscopy, 
Treatment  and  Surgery  of  Rectal  Diseases 

1633  North  Capitol 
Suite  622 

Kendrick  Memorial  Hospital,  Inc. 

Indianapolis.  IN  46202 

Mooresville,  Indiana 

923-721 1 

Tel:  317-831-9300 

Fellow  of  the  American  College  of  Surgeons. 

1-800-222-7994 

(JCAH  Accredited) 
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SLEEP  DISORDERS 

WINONA’S 

SLEEP/WAKE 

DISORDERS 

CENTER 

Accredited  by  the  Association  of  Sleep  Disorders 
Centers  since  1986.  Specialists  in  the  evaluation 
of  sleep/wake  disorders  in  adults  and  children. 

• Sleep  Apnea  • Sleepwalking 

• Insomnia  • Impotency  Testing 

• Narcolepsy  • Hypersomnolence 

• Enuresis  • Workshift  Disturbances 

Kenneth  N.  Wiesert,  MD,  ACP 
Fellow  of  the  Clinical  Sleep  Society,  Medical  Director 

Frederick  A.  Tolle,  MD,  FACP 
Associate  Director 

(317)927-2100 


WINONA 

Memorial  Hospital 
3232  N Meridian  St 
Indianapolis,  IN  46208 


Accredited 


O 
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"V*  Jv-f  V''£4u  Jvx 

BREAST  DISEASES 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (31  7)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 


DOCTORS: 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  Medicine 
3935  N.  Meridian  St. 
Indianapolis,  IN  46208 
(317)  925-7545 

1-800-382-1721  in  Indiana  only 


PHYSICIANS'  DIRECTORY 

Attention  Indiana  Physicians 

The  Physicians’  Directory  is  the  most  ethical  and  professional  method  of 
announcing  a specialty  practice.  It  is  also  the  most  effective  medium  for  listing 
office  location,  office  hours  and  telephone  number  for  the  convenience  of 
colleagues  in  referring  patients. 

The  title  of  diplomate  of  a specialty  examining  board,  a requirement  for 
admission  to  the  directory,  offers  its  assurance  of  qualifications  whether  listed 
or  not.  In  addition  to  providing  benefits  to  physicians,  the  directory  is  a practi- 
cal means  of  providing  financial  support  for  INDIANA  MEDICINE. 

All  diplomates  of  the  ISMA  are  invited  to  enter  a professional  card  in  the 
directory. 
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CHAMPUS  may  cost-share 

CHAMPUS-eligible  people  who 
also  have  medical  care  coverage 
through  a health  maintenance 
organization  (HMO)  may  be  able 
to  have  CHAMPUS  cost-share 
some  expenses  under  limited 
circumstances.  Eligible  people 
must  receive  care  from  HMO- 
affiliated  hospitals  or  individual 
providers  of  care.  The  HMO's 
individual  health  care  providers 
and  institutions  must  meet 
CHAMPUS'  certification  stan- 
dards in  order  for  CHAMPUS  to 
cost-share. 

CHAMPUS  claims  from  Indiana 
and  16  other  states  are  no  longer 
sent  to  Rhode  Island.  Send  all 
claims  to  the  Associated  Group, 
P.O.  Box  3056,  Columbus,  IN 
47202. 

Film  catalog  lists  videos 

The  1988-1989  catalog  of  entries 
for  the  Seventh  Biennial  John 
Muir  Medical  Film  Festival  is  now 
available.  The  $12  catalog  lists 
475  audio-visuals  and  can  be  used 
as  a resource  for  health  profes- 
sionals and  educators.  To  order 
your  copy,  send  a check  or  money 
order  to  John  Muir  Medical  Film 
Festival,  185  La  Casa  Via,  Walnut 
Creek,  CA  94598. 

AMA  materials  available 

The  American  Medical  Associa- 
tion has  available  books  and  as- 
sorted pamphlets  on  how  to  build 
a better  practice.  The  educational 
materials  address  the  issues  of 
starting  a practice,  practice  man- 
agement, practice  finances,  insur- 
ance, managed  care  systems,  pa- 
tient relations  and  closing  a prac- 
tice. To  obtain  an  order  form, 
write  the  AMA,  Book  and  Pam- 
phlet Fulfillment,  P.  O.  Box  10946, 
Chicago,  IF  60610-0946. 


Directory  includes  doctors 

Walking  World,  a magazine  pro- 
moting the  benefits  of  walking,  is 
assembling  a Walking  Doctors  Di- 
rectory. This  directory  will  list  the 
names  of  medical  doctors,  exercise 
therapists,  and  other  health  pro- 
fessionals who  recommend  walk- 
ing to  their  patients.  To  include 
your  name  in  the  directory,  write 
Walking  Doctors  Directory,  c/o 
Walking  World,  P.  O.  Box  K,  Gracie 
Station,  New  York,  NY  10028. 

Conference  on  prescriptions 

The  National  Council  on  Patient 


Information  and  Education  will 
hold  its  annual  conference  on 
Prescription  Medicine  Information 
and  Education  May  8 and  9 in 
Washington,  D.C.  For  information, 
write  to  the  council  at  666  Elev- 
enth St.,  #810,  Washington,  D.C., 
20001  or  call  (202)  347-6711. 

New  northside  office  opens 

Northside  Cardiology,  P.C.  has 
opened  a new  office  in  the  Carmel 
Medical  Center  adjacent  to  St. 
Vincent  Carmel  Hospital.  The 
address  is  13450  N.  Meridian  St., 
Suite  315,  Carmel,  IN  46032.  □ 


Magazines  without  cigarette  ads 


Physicians  interested  in  promoting  a smoke-free  environment  in 
their  offices  can  substitute  magazines  that  carry  cigarette  adver- 
tisements with  a number  of  publications  that  do  not.  The  "smoke- 
free"  magazines  in  alphabetical  order  include: 


Adirondack  Life,  Alaska  Magazine,  American  Baby,  American  Health, 
American  History  Illustrated,  Animal  Kingdom,  Arizona  Highways,  Art 
in  America,  Audubon,  Bicycling,  Boy’s  Life,  British  History  Illustrated, 
Bulletin  of  the  Atomic  Scientists,  Chic,  Children's  Digest,  Christian 
Science  Monitor,  Collectibles  Illustrated,  Consumer  Reports,  Crafts, 
Cruising  World,  Dance  Magazine,  Europe,  Fishing  Facts,  Florida  Sports- 
man, Friendly  Exchange,  The  Futurist,  Gentleman's  Companion,  Good 
Housekeeping,  Harvard  Business  Review,  Health,  Historic  Preservation, 
Horticulture,  Humpty  Dumpty,  Instructor,  jack  & Jill,  Kiwanis,  The 
Lion,  Mad  Magazine,  Missouri  Life,  Model  Railroader,  Modern  Photog- 
raphy, Mother  Earth  News,  Mother  Jones,  National  Geographic,  Natural 
History,  Nautical  Quarterly,  Nevada  Magazine,  New  Age  Journal,  New 
Body,  The  New  Yorker,  North  American  Review,  Nutrition  Action  Cen- 
ter, Oceans,  Organic  Gardening,  Parents  Magazine,  Personal  Comput- 
ing, Popular  Photography , Public  Interest,  Railfan  & Railroad,  Ranger 
Rick's  , Reader's  Digest,  The  Robb  Report,  The  Runner,  Runner's  World, 
Sail,  Sailing,  Saturday  Evening  Post,  Science,  The  Sciences,  Scientific 
American,  Sesame  Street,  Seventeen,  Skin  Diver,  Smithsonian,  Sunset, 
Theatre  Crafts,  Travel  Holiday,  Vermont  Life,  Vine  Reader,  Writer's 
^^Jiges^Cmkee^^^New^^^ 
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OFFICERS 

President  — Fred  W Dahling,  New  Haven 

Pres-elect  — George  H Rawls,  Indianapolis 

Immediate  Past  Pres  — John  D MacDougall,  Beech  Grove 

Executive  Director  — Richard  R King,  Indianapolis 

Treasurer  — Max  M Wesemann,  Franklin 

Asst  Treasurer  — Michael  O Mellinger,  LaGrange 

Speaker  — C Dyke  Egnatz,  Schererville 

Vice  Speaker  — William  H.  Beeson,  Indianapolis 

EXECUTIVE  COMMITTEE 

*Fred  W.  Dahling,  New  Haven 
George  H.  Rawls,  Indianapolis 
Max  M.  Wesemann,  Franklin 
Michael  O Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
William  H.  Beeson,  Indianapolis 
William  C.  VanNess  II,  Summitville 
Benny  Ko.  Terre  Haute 
Clarence  G.  Clarkson,  Richmond 
John  D MacDougall,  Beech  Grove 

TRUSTEES  (Terms  end  in  October) 

District 

1 — E.  DeVerre  Gouneux,  Evansville  (1989) 

2 — Paul  J Wenzler,  Bloomington  (1990) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1991) 

4 — William  E Cooper,  Columbus  (1989) 

5 — Benny  S.  Ko,  Terre  Haute  (1990) 

6 — Clarence  G.  Clarkson,  Richmond  (1991) 

7 — Donna  J Meade,  Indianapolis  (1989) 

7 — John  M Records,  Franklin  (1990) 

7 — Peter  L.  Winters,  Indianapolis  (1991) 

*8  — Wm.  C.  VanNess,  Summitville  (1990) 

9  — R.  Adrian  Lanmng,  Noblesville  (1991) 

10  — Nicholas  L Polite,  Hammond  (1989) 

11  — Jack  W Higgins,  Kokomo  (1990) 

12  — John  R.  Thomas,  Fort  Wayne  (1991) 

13  — Steven  M.  Yoder,  Goshen  (1989) 

RMS — Margaret  Frazer,  Indianapolis  (1989) 

MSS  — Marc  Duerden,  Indianapolis  (1989) 

*Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Bruce  W.  Romick,  Evansville  (1991) 

2 — Jerome  E.  Melchior,  Vincennes  (1989) 

3 — Charles  B Carty,  Pekin  (1989) 


CHAIRMEN  OF  1SMA 

ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 

Stephen  F.  Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Stephen  Jay,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  C Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
L Craig  Miller,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Hugh  K Thatcher,  Indianapolis 

NEUROLOGICAL  SURGERY 
Marvin  R Bernard,  Merrillville 

NEUROLOGY 

Charles  A Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


■ isma  leadership 


4 — George  L Alcorn,  Madison  (1941) 

5 — Fred  E.  Haggerty,  Qreencastle  (1991) 
b — Ray  A Haas,  Greenfield  ( 1989) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1991) 

7 — Willis  W Stogsdill,  Indianapolis  (1991) 

7 — Charles  O McCormick  III,  Greenwood  (1991) 

8 — John  V.  Osborne,  Muncie  (1991 ) 

9 — Stephen  D Tharp,  Frankfort  (1989) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K Musselman,  Marion  (1989) 

12  — Thomas  A Felger,  Fort  Wayne  (1989) 

13  — Alfred  C.  Cox,  South  Bend  (1991) 

RMS  — John  H Fallon,  Indianapolis  (1989) 

MSS  — Clint  Myers,  Indianapolis  (1989) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E Priddy,  Fort  Wayne  (1989) 

Peter  R Petrich,  Attica  (1989) 

Thomas  C Tyrrell,  Hammond  (1989) 

John  A Knote,  Lafayette  (1990) 

Alvin  J Haley,  Carmel  (1990) 

George  T Lukemeyer,  Indianapolis  (1990) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

Herbert  C.  Khalouf,  Marion  (1989) 

Martin  | O'Neill,  Valparaiso  (1989) 

Richard  L Reedy,  Yorktown  (1989) 

Shirley  Thompson  Khalouf,  Marion  (1990) 

Max  N Hoffman,  Covington  (1990) 

Edward  L Langston,  Flora  (1990) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres  Alan  H Johnson,  Evansville 

Secy:  Kishor  R.  Bhatt,  Boonville 
Annual  Meeting  May  18,  1989 

2 — Pres  William  A.  Nice,  Bloomington 

Secy:  Andrew  R Jones,  Bloomington 
Annual  Meeting  May  19,  1989 

3 — Pres  James  M.  Jacobi,  Bedford 

Secy:  Eric  V Schulz,  Bedford 
Annual  Meeting:  May  13,  1989 

4 — Pres:  Frank  L.  Frable,  Lawrenceburg 

Secy  William  J.  Granger,  Lawrenceburg 
Annual  Meeting:  May  3,  1989 
3 — Pres  Kennard  B Sproul,  Brazil 

Secy:  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  Sept.  28,  1989 

6 — Pres  Robert  J Warren,  Richmond 


Secy:  Stephen  M Dil linger,  Greenfield 
Annual  Meeting:  May  10,  1989 

7 — Pres:  Lloyd  C Miller,  Danville 

Secy  H.  Marshall  Trusler,  Greenfield 
Annual  Meeting  1989 

8 — Pres  L Jane  McDowell,  Muncie 

Secy:  Charles  W Bartholomew,  Muncie 
Annual  Meeting  June  7,  1989 

9 — Pres:  Timothy  N.  Brown,  Crawfordsville 

Secy  R Adrian  Lanmng,  Noblesville 
Annual  Meeting  June  14,  1989 

10  — Pres  Mary  E.  Carroll,  Crown  Point 

Secy:  Barron  M Palmer,  Hammond 
Annual  Meeting:  June  28,  1989 

11  — Pres:  James  P McCann,  Wabash 

Secy:  Fred  C Poehler,  La  Fontaine 
Annual  Meeting:  Sept  20,  1989 

12  — Pres.  Thomas  D.  Smith  III,  New  Haven 

Secy:  William  J.  Aeschliman,  Fort  Wayne 
Annual  Meeting  Sept  21,  1989 

13  — Pres:  G.  Beach  Gattman,  Elkhart 

Secy:  Thomas  J Eberts,  South  Bend 
Annual  Meeting  Sept.  13,  1989 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Assistance 
Dolores  Burant,  Elkhart 
Medical  Services 

Alfred  C.  Cox,  South  Bend 
Con  vent  ion  Arra  ngements 

Charles  O McCormick,  Greenwood 
Medical  Education 

James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T Lukemeyer,  Indianapolis 
Grievance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 

Alvin  J Haley,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B.  Ramsey,  Indianapolis 


SPECIALTY  SECTIONS 

OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 

D.  Dean  Cofield,  Bloomington 

ORTHOPEDIC  SURGERY 
James  G Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Arthur  C Jay,  Columbus 

PEDIATRICS 

Michael  A Hogan,  Indianapolis 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

David  Goldenberg,  Indianapolis 
SURGERY 

Ted  W Grisell,  Indianapolis 
UROLOGY 

Earl  H.  Johnson,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R King,  Executive  Director 

Michael  Huntley,  Director  of  Member  Services 

John  Wilson,  Director  of  Finance,  Resident  Medical  Society 

Adele  Lash,  Director  of  Communications 

Julie  Newland,  Director  of  Government  Relations 

Ronald  Dyer,  General  Counsel 

Richard  Ryan,  Field  Services 

Bob  Sullivan,  Field  Services 

Janna  Kosinski,  Field  Services 

Dana  Wallace,  Computer  Services 

Susan  Grant,  Executive  Assistant 

Mary  Alice  Cary,  Executive  Assistant 

Rosanna  Her,  Membership,  Auxiliary,  Students 

Tom  Martens,  Members  Health  Insurance,  CME  Coordinator 

Carolyn  Downing,  Specialty  Society  Services 

Tina  Sims,  Indiana  medicine 
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■ people 


Dr.  Arthur  J.  Sumrall,  an  Indi- 
anapolis dermatologist  and  cos- 
metic surgeon,  received  a Saga- 
more of  the  Wabash  Award  for 
his  commitment  and  service  to  the 
State  Board  of  Cosmetology  Ex- 
aminers and  to  the  citizens  of 
Indiana. 

Dr.  Clifford  W.  Fetters  of 

Carmel  has  been  named  medical 
director  of  the  Summer  Trace 
Retirement  Community  health 
care  facility  in  Carmel. 

Dr.  Douglas  A.  Kuhn  of  Indian- 
apolis was  inducted  as  a fellow  of 
the  American  Academy  of  Ortho- 
paedic Surgeons  at  the  associa- 
tion's annual  meeting  in  Las  Ve- 
gas, Nev. 

Dr.  Randolph  W.  Lievertz  of 

Indianapolis  presented  an  invita- 
tional two-hour  lecture  to  the 
second  and  third  year  residents  in 
family  practice  at  the  University 
of  Michigan  Medical  School.  His 
subject  was  "Business  and  Eco- 
nomic Aspects  of  Solo  Private 
Practice."  Lievertz  spoke  about 
"Current  Concepts  in  the  Manage- 
ment of  Menopause"  to  the  medi- 
cal staff  of  St.  Joseph  Hospital  in 
Fort  Wayne. 

Dr.  John  L.  Zettelmaier  of  Ch- 
esterton has  developed  a board 
game  called  "Scholarship:  An 
American  Education."  The  game 
is  designed  to  motivate  students 
to  win  scholarships  to  American 
colleges  and  universities. 

Dr.  E.  Allen  Griggs,  pathologist 
at  Morgan  County  Memorial  Hos- 
pital, contributed  chapters  on 
medical  records  and  insurance 
law  to  the  forthcoming  textbook. 
Legal  Dynamics  of  Medical  Encoun- 
ters, published  by  the  American 
College  of  Legal  Medicine. 

Dr.  Richard  D.  Zeph,  an  Indian- 
apolis facial  plastic  surgeon,  has 
opened  his  own  practice  in  the 
Carmel  Medical  Center. 


Dr.  Martin  T.  Feeney  of  Indian- 
apolis received  the  Edward  M. 
Micon  Teaching  Award  at  the 
annual  faculty  appreciation  dinner 
held  by  St.  Francis  Hospital  Cen- 
ter in  Beech  Grove.  Also  receiv- 
ing awards  for  their  contribution 
to  the  family  practice  residency 
program  were  Dr.  Richard  L. 
Beardsley  of  Indianapolis,  Family 
Practice  Role  Model  Award;  Dr. 
Susan  E.  Hartman,  Family  Prac- 
tice Research  Award;  and  Dr. 
Richard  D.  Feldman  and  Dr. 
Richard  L.  Need,  awards  of  ap- 
preciation from  the  residents. 

Dr.  Mark  H.  Grimm,  a member 
of  Pulmonary  Associates  in  Indi- 
anapolis, has  passed  his  pulmo- 
nary subspecialty  board  examina- 
tion. 

Dr.  James  A.  Trippi,  Indianapo- 
lis, has  passed  the  Examination  of 
Special  Competency-Cardiac  Pac- 
ing, conducted  by  the  North 
American  Society  of  Pacing  and 
Electrophysiology. 

Dr.  Robert  M.  Kelsey  Jr.  is  the 
new  president  of  the  medical  staff 
at  LaPorte  Hospital;  Dr.  Aileen  G. 
Stiller  is  the  vice-president. 

Dr.  Alfonso  E.  Lopez  of  Port- 
land has  retired  after  practicing 
medicine  for  41  years. 

Dr.  Eugene  G.  Roach,  medical 
director  of  the  Anderson  Center  of 
St.  John's  in  Anderson,  has  suc- 
cessfully completed  the  examina- 
tion of  the  American  Board  of 
Quality  Assurance  and  Utilization 
Review  Physicians. 

Dr.  Michael  L.  Neely  received 
the  Physician  of  the  Year  Award 
from  Medco  Center  of  Danville 
and  Unicare  Health  Facilities. 

Dr.  Koduvarthara  L.  James  of 
Charlestown  has  been  elected  to 
fellowship  in  the  American  Col- 
lege of  Cardiology. 

Dr.  Joseph  W.  Conner,  a Sey- 
mour ophthalmologist,  has  been 


accepted  as  a fellow  of  the  Ameri- 
can College  of  Surgeons. 

Dr.  George  H.  Rawls,  an  Indi- 
anapolis surgeon,  and  Dr.  Bettye 
Rawls-Lloyd,  an  Indianapolis 
ophthalmologist,  are  featured  in 
an  exhibit  titled  "Black  Achievers 
in  Science"  at  the  Children's  Mu- 
seum in  Indianapolis.  Dr.  George 
Rawls,  president-elect  of  ISMA,  is 
the  father  of  Dr.  Bettye  Rawls- 
Lloyd. 

Dr.  Henry  D.  Covelli  was 

elected  president  of  the  medical 
staff  of  Community  Hospital  of 
Anderson;  others  elected  were 
Dr.  Stephen  J.  Wright,  chief  of 
staff;  Dr.  Timothy  L.  Hobbs,  vice- 
president;  and  Dr.  John  D.  Jones 
as  secretary-treasurer. 

Dr.  Samarjit  Singh  Ghuman, 
Valparaiso,  was  named  a fellow  of 
the  American  College  of  Surgeons. 

Dr.  Virgil  D.  Stoltzfus  of  Ches- 
terton has  retired  as  medical  di- 
rector of  Bethlehem  Steel's  Burns 
Harbor  plant;  he  was  associated 
with  Bethlehem  Steel  for  25  years. 

Dr.  W.  Robert  Orr,  Dr.  Jacob 
Rosenwasser,  Dr.  Robert  F.  Reed 
and  Dr.  Richard  A.  Schaphorst 
were  honored  for  their  many 
years  of  service  to  St.  Joseph  Hos- 
pital of  Mishawaka. 

Dr.  Douglas  J.  Wilson  is  the 
president  of  the  medical  staff  of 
St.  Joseph  Hospital  in  Mishawaka 
for  1989-1990;  other  officers  are 
Dr.  John  J.  Reed,  vice-president; 
and  Dr.  Lynn  D.  Day,  secretary- 
treasurer. 

Dr.  Robert  J.  Kunz  was  elected 
chief  of  staff  at  Witham  Memorial 
Hospital  in  Lebanon;  Dr.  Paul  H. 
Schaak  is  the  secretary-treasurer. 

Dr.  Stafford  W.  Pile  is  the  new 
president  of  the  medical  staff  of 
St.  Francis  Hospital  Center  in 
Beech  Grove;  other  officers  are  Dr. 
David  J.  Need,  vice-president, 
and  Dr.  Bryan  T.  Burney,  secre- 
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Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the  AMA's  Physician 
Recognition  Award.  This  award  is  official  documentation  of  Continuing  Medi- 
cal Education  hours  earned  and  is  acceptable  proof  in  most  states  requiring 
CME  in  re-registration  that  the  mandatory  hours  of  CME  have  been  accom- 
plished. 


Allen,  Donald  R.,  Evansville 
Blair,  William  E.,  LaPorte 
Brennan,  Thoms  F.,  Lafayette 
Burrows,  Linda  S.,  Indianapolis 
Calla,  Delicia  B.,  Indianapolis 
Campbell,  Betty  J.,  Terre  Haute 
Chandler,  Jeffery  R.,  Evansville 
Crebo,  Alan  R.,  Kokomo 
Fessler,  Gordon  S.,  Aurora 
Fisher,  Pierre  J.,  Marion 
Gillespie,  Douglas  B.  Jr., 

Terre  Haute 
Hallal,  Eli,  New  Albany 
Hamm,  Charles  W.,  Indianapolis 
Hogan,  Michael  A.,  Indianapolis 
Kuhlman,  Deborah  S.,  Kokomo 
Lee,  Randall  A.,  Martinsville 


Markham,  Raymond  E.  Jr.,  Indianapolis 
Mitchelson,  John  E.,  Indianapolis 
Miyamoto,  Richard  T.,  Indianapolis 
Morton,  Philip  M.,  Indianapolis 
Obando,  Guillermo,  Bedford 
Patel,  Damyanti  R.,  Anderson 
Price,  Francis  W.,  Indianapolis 
Purcell,  Richard  J.,  Griffith 
Ridzinski,  Walter  W.,  Valparaiso 
Subhasiriwat,  Man,  Crown  Point 
Theobald,  Dale  E.,  Indianapolis 
Tritch,  Dan  L , Fort  Wayne 
Walker,  Jan  M.,  Fort  Wayne 
Walthall,  Gerald  C.,  Indianapolis 
Weaver,  R.  Wyatt  Jr.,  Angola 
Wilson,  Franklin  D.,  Indianapolis 


tary-treasurer. 

Dr.  Alexander  S.  Williams  was 

elected  president  of  the  medical 
staff  of  St.  Mary  Medical  Center, 
Gary  and  Hobart;  other  officers 
are  Dr.  P.K.  Stang,  president- 
elect, and  Dr.  Mikhail  F.  Jeha, 
treasurer. 

Dr.  William  R.  Powers  of  Lyons 
was  appointed  to  the  Vincennes 
University  board  of  trustees. 

Dr.  John  T.  Hinton,  College 
Corner,  was  named  a Sagamore  of 
the  Wabash;  he  is  vice-chairman 
of  the  Indiana  Medical  Licensing 
Board  and  the  Union  County 
health  officer. 

Dr.  Steven  E.  Stoller  has  re- 
ceived the  Paul  S.  Rhoads  Award 
from  Reid  Memorial  Hospital  in 
Richmond;  the  award  is  given  for 
an  outstanding  lecture  in  continu- 
ing medical  education. 


Dr.  John  L.  Vogel  has  retired 
after  practicing  internal  medicine 
33  years  in  Columbia  City. 

Dr.  James  R.  Drake  was  elected 
president  of  the  medical  staff  at  St. 
John's  Health  Health  Care  Corp. 
in  Anderson;  other  officers  are  Dr. 
Phillip  E.  Goshert,  president-elect, 
and  Dr.  Ronald  J.  Beahm,  secre- 
tary-treasurer. 

Dr.  Daniel  W.  Kletzing  was 

elected  president  of  the  medical 
staff  at  St.  Joseph's  Medical  Center 
in  South  Bend  for  a two-year  term; 
other  officers  are  Dr.  Jan  C. 

Green,  vice-president,  and  Dr. 

Paul  F.  Howard,  secretary-treas- 
urer. 

Dr.  John  C.  Johnson  of  Val- 
paraiso was  elected  secretary- 
treasurer  of  the  board  of  the 
American  College  of  Emergency 
Physicians. 


New  ISMA  members 

Ravi  S.  Bhagwat,  M.D.,  Mun- 
ster, internal  medicine. 

James  S.  Cook,  M.D.,  Danville, 
neurology. 

Matthew  P.  Datzman,  M.D., 
Warsaw,  family  practice. 

Edgar  D.  Dizon,  M.D.,  Val- 
paraiso, pediatrics. 

Elsa  N.  Fisk,  M.D.,  Indianapolis, 
anesthesiology. 

Bettye-Jo  Rawls  Lloyd,  M.D., 
Indianapolis,  ophthalmology. 

James  E.  Maresh,  M.D., 

Evansville,  general  surgery. 

Gary  S.  Midla,  D.O.,  Monrovia, 
family  practice. 

Christopher  E.  Miller,  M.D., 
Richmond,  emergency  medicine. 

Jon  D.  Misch,  D O.,  Cedar  Lake, 
family  practice. 

Paul  D.  Nora,  M.D.,  Harlan, 
family  practice. 

Roberto  G.  Posada,  M.D.,  Fort 
Wayne,  general  surgery. 

George  Restrepo,  D.O.,  South 
Bend,  family  practice. 

Robert  J.  Riley,  M.D.,  Indian- 
apolis, family  practice. 

Elaine  K.  Ristinen,  M.D., 
Bloomington,  anatomic  and  clini- 
cal pathology. 

John  W.  Scott,  M.D.,  Indianapo- 
lis, urological  surgery. 

Richard  L.  Stout,  M.D., 
Mooresville,  colon  and  rectal  sur- 
gery. 

Kem  E.  Templeton,  M.D.,  Indi- 
anapolis, neonatal  and  perinatal 
medicine. 

Robert  S.  Tomchik,  M.D., 

Goshen,  general  preventive  medi- 
cine. 

Kupusamy  Umapathy,  M.D., 
Hammond,  internal  medicine. 

Ruth  S.  Vandergrift,  M.D., 
Syracuse,  family  practice. 

Marc  B.  Willage,  M.D.,  Indian- 
apolis, occupational  medicine. 
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Arthur  L.  Drew,  M.D. 

Dr.  Drew,  73,  a retired  child 
neurologist,  died  in  his  home  Feb. 
7. 

He  was  a 1941  graduate  of  the 
Columbia  University  School  of 
Medicine.  He  was  director  of 
pediatric  neurology  at  the  Indiana 
University  Medical  Center  from 
1961  to  1980.  He  also  was  associ- 
ate director  of  the  I.U.  psychiatric 
research  program  from  1960  to 
1973  and  coordinator  of  the  I.  U. 
retardation  program  from  1967  to 
1980. 

Dr.  Drew  served  on  the  Gover- 
nor's Advisory  Council  on  Mental 
Retardation  from  1962  to  1971  and 
was  a member  of  the  promotion 
and  admission  committee  of  the 
I.U.  School  of  Medicine.  He  re- 
tired in  1980. 

C.  William  Goebel,  M.D. 

Dr.  Goebel,  67,  a Fort  Wayne 
pediatrician,  died  Jan.  24  in  his 
home. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
Medicine  and  was  an  Army  Air 
Force  veteran  of  World  War  II  and 
the  Korean  War. 

Dr.  Goebel  worked  for  Lu- 
theran, St.  Joseph  and  Parkview 
Memorial  hospitals  in  Fort 
Wayne.  He  was  instrumental  in 
founding  the  Three  Rivers  Health 
Clinic  and  the  Fort  Wayne  Well- 
Baby  Clinic  and  later  founded 
Fort  Wayne  Allergy  Consultants, 
Inc. 

Nelson  N.  Kauffman,  M.D. 

Dr.  Kauffman,  74,  a retired  Indi- 
anapolis obstetrician  and  gyne- 
cologist, died  Dec.  27  at  the 
Roudebush  Veterans  Administra- 
tion Medical  Center. 

He  was  a 1938  graduate  of  the 
Indiana  University  School  of 
Medicine.  Dr.  Kauffman  was  an 


Army  veteran  of  World  War  II 
and  a survivor  of  the  Bataan 
death  march.  As  a prisoner  of 
war  in  Japan  from  1942  to  1946, 
he  risked  his  life  for  other  prison- 
ers by  dealing  with  the  Japanese 
to  obtain  food  and  medical  sup- 
plies. 

Dr.  Kauffman  retired  in  1972. 

James  M.  Leffel  Jr.,  M.D. 

Dr.  Leffel,  79,  a retired  Zi- 
onsville  surgeon  and  former  chief 
of  surgery  at  Methodist  Hospital, 
died  Jan.  5. 

He  was  a 1935  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a recipient  of  a fel- 
lowship in  surgery  from  the  Mayo 
Foundation.  Dr.  Leffel  served  at 
the  Mayo  Clinic  in  Minnesota 
where  he  received  a master  of 
science  degree  in  medicine  from 
the  University  of  Minnesota.  He 
was  an  Army  Medical  Corps  vet- 
eran of  World  War  II. 

Dr.  Leffel  was  former  president 
of  the  Marion  County  Medical 
Society,  a fellow  in  the  American 
College  of  Surgeons  and  a mem- 
ber of  the  American  Medical  As- 
sociation. He  retired  in  the  early 
1970s  and  was  a member  of  the 
ISMA  Fifty  Year  Club. 

Yng-Cherng  Lin,  M.D. 

Dr.  Lin,  Warsaw,  Ind.,  died  Oct. 
14,  1988. 

He  was  certified  by  the  Ameri- 
can Board  of  Surgery.  Dr.  Lin 
was  a 1967  graduate  of  Taipei 
Medical  College  in  Formosa. 

Arthur  C.  Payne,  M.D. 

Dr.  Payne,  93,  a retired  East 
Chicago  physician,  died  Feb.  1. 

He  was  a 1922  graduate  of  the 
Howard  University  School  of 
Medicine.  He  was  the  first  black 
member  of  the  board  of  directors 
of  the  county-owned  Parramore 


Hospital  in  Crown  Point.  He 
served  as  president  of  the  Par- 
ramore board  of  directors  for  four 
one-year  terms. 

Dr.  Payne  practiced  medicine 
for  nearly  58  years  until  his  retire- 
ment in  1982.  He  was  a member 
of  the  ISMA  Fifty  Year  Club. 

Andrew  Petrass,  M.D. 

Dr.  Petrass,  97,  a retired  South 
Bend  physician,  died  in  his  home 
Jan.  21. 

He  graduated  from  the  Univer- 
sity of  Illinois  College  of  Medicine 
in  1920.  He  was  a member  of  the 
American  Medical  Society,  the 
Indiana  State  Medical  Association 
and  the  St.  Joseph  County  Medical 
Association. 

Dr.  Petrass  retired  in  1983  and 
was  a member  of  the  ISMA  Fifty 
Year  Club. 


Eli  Rubens,  M.D. 

Dr.  Rubens,  85,  a retired  South 
Bend  pediatrician,  died  Jan.  5 at 
his  home  in  Sarasota,  Fla. 

He  was  a 1928  graduate  of 
Northwestern  University  Medical 
School.  He  served  as  lieutenant 
commander  in  the  Navy  Medical 
Corps  during  Wold  War  II. 

Dr.  Rubens  practiced  pediatrics 
in  South  Bend  for  30  years.  He 
served  as  president  of  the  medical 
and  dental  staff  of  South  Bend 
Children's  Dispensary  Associa- 
tion. He  taught  pediatrics  and 
was  on  the  staffs  of  Memorial 
Hospital,  St.  Joseph's  Medical 
Center  and  Indiana  State  Hospital. 
He  retired  in  1975. 


Donald  E.  Wood,  M.D. 

Dr.  Wood,  79,  a retired  Indian- 
apolis internist,  died  in  his  home 
Jan.  31. 

He  was  a 1935  graduate  of  the 
Indiana  University  School  of 
Medicine  and  was  a past  presi- 
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dent  of  the  Marion  County  Medi- 
cal Society  and  the  Indiana  State 
Medical  Association.  He  served 
on  the  American  Medical  Associa- 
tion's board  of  trustees  from  1971  - 
1974  and  was  a former  chairman 
of  the  American  Medical  Political 
Action  Committee.  He  was  an 
Army  veteran  of  World  War  II. 

Dr.  Wood  received  the  Vital 
Award  from  the  Marion  County 
Chapter  of  the  American  Heart 
Association  in  1982.  He  also  re- 
ceived an  honorary  degree  from 
Butler  University  in  1971. 

Dr.  Wood  practiced  52  years 
before  retiring  in  1988.  □ 


Memorials:  Indiana  Medical  Foundation 


The  Indiana  Medical  Foundation,  Inc.,  was  formed  by  the  Indiana  State  Medical 
Association  "for  religious,  charitable,  scientific,  literary  or  eductional  purposes."  It 
provides  financial  assistance  to  support  the  educational  mission  of  Indiana  medicine. 

Contributions  made  to  the  foundation  are  deductible  by  donors  in  accordance 
with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  federal  estate  and  gift  tax 
purposes. 

The  foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remembrance  of 
the  following  individuals: 


J.  Melvin  Masters,  M.D. 
Nancy  A.  Roeske,  M.D. 
Richard  Sharp 
Elsie  A.  Reid 

Murray  DeArmond,  M.D. 
William  R.  Clark,  M.D. 


John  W.  Beeler,  M.D. 
Mildred  Ramsey 
Earl  Mencle,  M.D. 
John  Bush 
Dallas  McKelvey 
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A PRESCRIPTION  FOR 
PHYSICIANS. 

Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  cosfs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


CAPT  CULHANE 
317-848-5830 
COLLECT 


THE  INDIANA  MEDICAL  FOUNDATION,  INC. 
3935  Nor tli  Meridian  Street 
Indianapolis  46203 
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A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Associa- 
tion and  Indiana  Medicine. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 

The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  members  of  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  family  of  the  deceased. 


“ for  religious,  charitable,  scientific, 
literary  or  educational  purposes" 


■the  human  side 

Three  ways  to  better  training 


Arthur  R.  Pell,  Ph.D. 

Consultant,  Dale  Carnegie  & Ass. 

When  Bob  Taylor  started  his  new  job  as  a sales 
representative  for  Associated  Merchandising  Cor- 
poration, he  expected  to  be  given  a brief  orientation  on 
company  products  and  sent  into  the  field.  After  all,  he 
was  an  experienced  salesperson.  Instead  his  regional 
sales  manager,  Ken  Thompson  spent  several  weeks 
training  him. 

Before  allowing  Bob  to  meet  any  customers,  Ken 
questioned  Bob  at  length  about  his  sales  techniques.  He 
role-played  a variety  of  sales  situations  with  him.  After 
analyzing  Bob’s  methods  of  selling,  he  spent  some  time 
suggesting  changes  that  he  felt  would  make  him  a more 
effective  salesperson. 

Ken's  colleague,  Sam  Schultz,  used  to  tease  Ken 
about  the  time  he  spent  with  his  new  people.  “Ken, 
you’re  wasting  your  time.  Get  them  out  in  the  field  as 
soon  as  you  can.  Let  them  sink  or  swim.  If  they  start 
sinking,  go  out  and  save  them.  That’s  the  way  to  find 
out  who  is  worth  saving.  Concentrate  on  building  them 
up  instead  of  using  the  limited  time  with  people  who 
may  not  need  it.” 

Ken  didn’t  agree.  “Let’s  look  at  the  bottom  line. 
Sure,  I have  had  failures — people  who  don’t  make  the 
grade.  But  once  my  people  complete  the  training  I give 
them,  they  become  more  successful.  My  turnover  is  the 
lowest  in  the  company.  I am  not  wasting  any  time  be- 
cause the  great  amount  of  time  I spend  with  each  new 
person  when  they  start  means  considerably  less  time 
needed  to  save  people  from  drowning.  That’s  why  my 
region  has  led  this  company  year  after  year.” 

Rule  No.  1 for  better  training: 

Whether  one  is  teaching  a trainee  the  basics  of  a new  job 
or  an  experienced  person  new  information  or  methods,  it 
pays  to  give  each  person  as  much  time  as  needed  up  front 
to  assure  they  are  fully  capable  of  performing  the  job.  It 
will  pay  off  m time  saved  later  on. 


Rule  No.  2 for  better  training: 

The  manager  should  emulate  the  coach.  By  coaching 
instead  of  bossing,  people  will  be  better  trained  and  will 
continue  to  perform  more  effectively. 

When  Manuel  Gomez  was  hired  as  an  order  picker 
at  Holmes  Wholesale  Hardware  Company,  he  was 
afraid  he  would  fail  and  be  fired  again.  The  boss  in  his 
last  job  was  very  demanding  and  when  Manuel  didn’t 
learn  the  job  fast  enough  to  please  the  boss,  he  was 
fired.  This  job  was  even  more  complicated  than  the 
former  one  and  he  wasn’t  sure  he  could  learn  it. 

When  Manuel  reported  to  work  the  first  day,  the 
supervisor  introduced  him  to  a fellow-worker,  Tom 
Crawley,  who  had  been  on  the  job  several  years.  The 
boss  told  Manuel  he  was  putting  him  in  Tom’s  hands. 
Tom  would  act  as  his  “big  brother”  to  help  him  get 
started  right  on  the  job  and  to  be  available  to  him  at 
any  time  he  had  a question  or  a problem  he  couldn’t 
handle  himself. 

During  the  first  several  weeks,  in  addition  to  the 
regular  training  from  the  boss,  Tom  gave  Manuel 
several  suggestions  that  made  the  job  much  easier. 
When  he  was  faced  with  something  he  didn’t  under- 
stand, instead  of  having  to  go  to  the  boss,  Manuel  went 
to  Tom  for  help.  Tom  was  always  around,  so  he  did  not 
have  to  wait  until  the  boss  was  in  his  section.  This 
enabled  Manuel  to  master  the  job  more  rapidly  and 
without  the  feeling  of  embarrassment  he  had  in  pre- 
vious jobs  when  he  had  to  tell  the  supervisor  he  did  not 
fully  understand  what  he  had  been  taught. 

In  addition  to  helping  Manuel  learn  the  tricks  of 
the  trade,  Tom  introduced  him  to  other  employees  and 
told  him  about  the  social  and  athletic  activities  the 
company  provided.  Within  a few  months,  Manuel  was 
an  effective  and  happy  employee,  doing  a job  he  came  to 
enjoy  with  co-workers  who  became  his  friends. 


Maggie  Olsen  prided  herself  on  her  sucess  in  man- 
aging the  Data  Entry  section  of  her  department.  When 
asked  to  what  she  attributed  her  success,  she  replied.  “I 
look  upon  the  job  of  a manager  not  as  that  of  a boss,  but 
as  that  of  a coach.” 

She  amplified:  “I  don’t  mean  the  coach  of  a profes- 
sional team,  but  a high  school  team.  When  the  high 
school  basketball  coach  puts  a new  team  together  at  the 
beginning  of  the  school  year,  most  of  the  kids  already 
know  how  to  play  basketball,  but  the  coach  takes  it 
from  the  beginning  and  teaches  them  the  basics  so  they 
perform  to  his  or  her  satisfaction.  I do  the  same  with  my 
people.  Even  if  they  have  previous  experience  on  our 
type  of  equipment,  I insist  that  they  are  shown  how  to 
perform  the  way  we  accept  in  our  department. 

“Like  any  coach  or  teacher,  I find  I must  be  very 
atient  when  I train  a new  employee.  I can’t  rush  them, 
ome  people  are  slow  learners,  but  my  experience  has 
shown  me  that  sometimes  those  slow  learners  become 
my  best  producers. 

“Once  a person  has  learned  the  basics,  I keep  coach- 
ing to  train  them  in  short-cuts  and  in  the  other  special 
factors  that  make  our  job  special.  A coach  can  never 
stop  training  her  people.”  Maggie  continued:  “Another 
area  in  which  I emulate  the  coach  is  handling  people 
who  get  into  slumps.  Data  entry  is  sometimes  tedious 
and  my  operators  get  depressed.  I give  them  pep  talks 
just  as  the  coach  does  when  a player  gets  into  a slump. 
It’s  not  “rah,  rah  team”  but  a reinforcement  of  my  con- 
fidence in  them  and  a reminder  of  their  value  to  the 
department.  It  really  helps  them  get  back  to  pro- 
ductivity. 


When  Manuel  received  his  annual  performance  ap- 
praisal, his  boss  told  him  how  pleased  he  was  with  his 
progress  and  asked  him  if  he  would  like  to  be  the  spon- 
sor of  a new  employee  when  the  occasion  arose.  This 
was  the  highest  praise  Manuel  could  have  received. 

Mentors  are  valuable,  not  only  in  training  new 
employees,  but  in  helping  persons  newly  promoted  to 
adjust  to  their  new  responsibilities.  In  choosing  people 
to  be  mentors,  it  is  necessary  that  they  meet  these 
criteria:  (1)  They  should  be  highly  proficient  on  their 
job.  (2)  They  should  have  strong  positive  attitudes  to- 
ward the  company  and  the  job.  (3)  They  should  be 
warm,  empathetic  individuals  and  (4)  They  should  be 
given  some  orientation  and  training  in  the  techniques 
of  mentoring. 

Rule  No.  3 for  better  training: 

A co-worker  assigned  as  a mentor,  sponsor  or  big 
brother  or  sister  can  help  a new  employee  adapt  more 
rapidly  and  can  assist  the  manager  in  training,  orient- 
ing and  coaching  that  person. 

By  implementing  these  three  approaches  to  better 
training:  more  time  up  front,  acting  as  a coach  not  a 
boss  and  using  mentors  or  sponsors  to  assist  you,  you 
will  find  your  people  are  being  trained  more  rapidly  and 
more  effectively  and  it  pays  off  in  higher  morale, 
greater  productivity  and  more  efficient  use  of  your 
valuable  time. 

FJocket/purse  size  reprints  may  be  purchased  (10  for 
$10.00)  or  (25  for  $20.00)  from  Dale  Carnegie  & Associates, 
Inc.  1475  Franklin  Avenue,  Garden  City,  NY  11530 


Copyright  1985  Dale  Carnegie  & Associates,  Inc.  Garden  City,  N.Y.  All  rights  reserved.  No  copies  or  reprints  may  be  made 


INDIANA  MEDICINE/April  1989 


333 


■classifieds 


OCCUPATIONAL  MEDICINE  PHYSI- 
CIAN - Searching  for  occupational 
physician  to  operate  a hospital- 
based  clinic  in  Cincinnati.  Solo 
practice  serving  about  300  com- 
panies with  approximately  45-50 
pre-employment  physicals  and 
injured  workers  seen  per  day.  Mon- 
day through  Friday.  Strong  clinical 
skills  and  occupational  experience 
required.  Practice  involves  full 
spectrum  of  occupational  health 
issues.  Competitive  salary  and 
benefits.  Please  forward  resume  to 
Bethesda  Healthcare,  Corporate 
Services  Building,  619  Oak  St.,  Cin- 
cinnati, OH  45206  or  call  (513)  569- 
5150. 

OHIO  - Emergency  physician.  $45 
to  $48  per  hour.  ACLS  certification 
required.  ATLS  preferred.  Primary 
care  experience  a plus.  Excellent 
medical  staff  backup  for  major 
medical/surgical  emergencies. 
Moderate  volume  ER.  Benefits 
include  four  weeks  vacation,  in- 
centive bonus  during  the  first  year, 
paid  malpractice  and  an  incentive 
plan.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Road, 
Room  20,  Traverse  City,  Ml  49684 
-1-800-253-1795  or  in  Michigan  1- 
800-632-3496. 

RADIOLOGIST  Board-certified. 
Excellent  opportunity  for  hospital- 
based  department  director.  Hos- 
pital is  a 284-bed  facility  and  in- 
cludes open  heart  surgery,  cancer 
treatment  center  and  MRI  services. 
Opportunity  to  put  own  group 
together.  Position  available  now. 
Contact  Jerry  Dooley,  Administra- 
tor, Terre  Haute  Regional  Hospital, 
601  Hospital  Lane,  Terre  Haute,  IN 
47802.  Phone  (8 1 2)  232  002 1 . 

GENERAL  SURGEON,  BE/BC  to  join 
me  in  my  solo  general  surgery 
practice.  Small  town  (7,000)  in 
northeast  Indiana.  A great  lake 
area,  good  place  to  rear  a family. 
Would  be  nice  if  you  shared  my 
interests  in  aviation.  Send  CV  to 
Joseph  A.  Greenlee  Jr.,  M.D., 


F.A.C.S.,  439  Water  St.,  Kendallville, 
IN  46755  or  call  (219)  347-3093, 
home,  or  (219)  347-2231,  office. 

FOR  SALE:  Special  health  clinic 
established  nine  years.  Licensed 
by  Cabinet  for  Human  Resources, 
Commonwealth  of  Kentucky.  Lo- 
cated near  Saints  Mary  and  Eliza- 
beth Hospital  in  Louisville,  Ky.  Lo- 
cated in  2,600  square-foot,  attrac- 
tive free-standing  building,  also  for 
sale.  Large  waiting  room,  clerical 
area,  lab,  private  employees'  rest 
room,  public  men's  and  women's 
rest  rooms,  x-ray  room  with  dark- 
room, physician's  dictation  room 
and  three  exam  rooms.  Equip- 
ment includes  x-ray  with  automatic 
processor,  EKG,  PFS,  Doppler  and 
other  miscellaneous  medical 
equipment.  Currently  performing 
medical  examinations  and  sup- 
porting studies  for  Social  Security 
disability,  railroad  retirement,  and 
U.S.  Department  of  Justice,  Immi- 
gration and  Naturalization  Service. 
Approximately  $100,000  revenue 
per  year.  Please  contact  Mr. 

Lobe,  (502)  499-01 11. 

FAMILY  PRACTICE  OPPORTUNITY 

BC/BE;  north  central  Indiana;  flex- 
ible ER  schedule  for  fully  accred- 
ited county  hospital  in  return  for 
exceptional  income,  opportunity 
to  set  up  own  zero  overhead  prac- 
tice, comprehensive  benefits  with 
all  factors  negotiable  to  meet 
specific  practitioner  needs.  Send 
CV  or  contact  collect:  James 
Wyatt,  Corporate  Staffing  Re- 
sources, 420  S.  Fourth  St.,  Elkhart,  IN 
46516  - (219)  522-2396. 

EMERGENCY  PHYSICIAN  - Excellent 
opportunity  for  experienced  emer- 
gency physician.  Full-time  position 
available  in  three-man  group  ex- 
panding to  four.  Guaranteed  rate 
of  compensation.  Malpractice  in- 
surance provided.  150-bed  hospi- 
tal with  15,000  ER  patients  per 
year.  C/O  Mark  G.  Doyle,  M.D., 
1000  N.  16th  St.,  New  Castle,  IN 
47362  - (317)  521-1159. 


FAMILY  PRACTICE/INTERNAL  MEDI- 
CINE - Attractive  opportunities  for 
BC/BE  family  practice  and  internal 
medicine  physicians  in  the  Mid- 
west. Contact  Bob  Strzelczyk  to 
discuss  your  practice  requirements 
and  these  positions.  Strelcheck  & 
Associates,  Inc.,  12724  N.  Ma- 
plecrest  Lane,  Mequon,  Wl  53092; 
1-800-243-4353. 

IM/ENDOCRINOLOGIST  needed  for 
small  group  practice  in  attractive 
west  central  Illinois  community  of 
80K  draw  near  metro  areas.  De- 
velop endocrinology  services  for 
200+  bed  hospital  sending  referrals 
45  miles  away.  General  internist 
also  needed.  Excellent  financial 
package.  Contact  Mary 
Wynkoop,  Tyler  & Company,  9040 
Roswell  Rd.,  Atlanta,  GA  30350. 

Call  (404)  641-6411. 

FAMILY  PHYSICIAN,  general  practi- 
tioner or  internist  wanted  to  join 
three-man  group  in  west  central 
Indiana.  Competitive  salary  and 
percentage  arrangement.  Part- 
nership arrangement  possible  after 
one  year.  Contact  Frank  Swaim, 
M.D.,  Parke  Clinic,  503  Anderson 
St.,  Rockville,  IN  47872;  (317)  569- 
3182. 

THREE  SETS  of  green  exam  tables, 
sidetables  and  waste  baskets  by 
Welch  Allen.  Excellent  condition. 
Please  call  (317)  646-8268  week- 
days from  9 a.m.  to  5 p.m. 

INDIANAPOLIS,  INDIANA  - Met- 
roHealth,  a division  of  Methodist 
Hospital,  is  seeking  board  certified 
or  board  eligible  physicians  in  OB/ 
GYN,  internal  medicine,  family 
medicine  and  dermatology  (part- 
time  position).  MetroHealth,  an  es- 
tablished multi-specialty  physician 
group,  offers  an  excellent  blend  of 
practice  and  lifestyle,  professional 
liability  and  competitive  salary  and 
benefits.  Please  contact:  Lowell 
M.  Weiner,  M.D.,  Medical  Director, 
MetroHealth,  P.O.  Box  1367,  Indian- 
apolis, IN  - (317)  929-2713. 
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FAMILY  PRACTICE  PHYSICIAN 

wanted  for  part-time,  two  or  three 
days  per  week,  office  only,  occa- 
sional night  call.  Potential  $50,000 
per  year  income.  To  join  practic- 
ing physicians.  Excellent  part-time 
job  for  a physician  who  is  the  par- 
ent of  growing  children.  Green- 
field is  15  minutes  from  Indianapolis 
on  Interstate  70  and  provides  a 
rural  atmosphere.  New  office  with 
excellent  facilities.  Write:  James  T. 
Anderson,  M.D.,  400  Green  Mead- 
ows Drive,  Greenfield,  IN  46140. 

ILLINOIS  - Great  opportunity  for  an 
experienced  emergency  physician 
to  join  a career  emergency  group 
practicing  in  western  and  south- 
western suburbs  of  Chicago. 

Please  contact  Debbie  Aber  (312) 
327-0777  or  send  your  CV  to: 
Emergency  Medicine  S.C.,  2142  N. 
Sedgwick  St.,  Chicago,  IL  60614. 

BE  A PART  of  an  exciting  new  com- 
munity developing  in  north  central 
Indiana.  A professional  complex 
intended  to  house  medical/dental 
specialists  is  currently  under  con- 
struction. Rapidly  growing  popula- 
tion of  middle  and  upper  class  resi- 
dents. Office  space  can  be  built 
to  your  specifications.  Contact 
JCM  Realty:  (219)  232-2314. 

INDIANA  - Excellent  opportunity  for 
an  experienced  physician  to  join  a 
career  emergency  group  practic- 
ing in  northwestern  Indiana  near 
Chicago.  Please  contact  Debbie 
Aber  (312)  327-0777  or  send  your 
CV  to:  Emergency  Medicine  S.C., 
2142  N.  Sedgwick  St.,  Chicago,  IL 
60614. 

IMMEDIATE  CARE  PHYSICIANS 
WANTED  - Need  to  be  trained 
and/or  experienced  in  areas  of 
medicine  that  deal  with  acute/ 
urgent  care,  such  as  minor  trauma, 
acute  illnesses  and  injuries  and 


physical  exams  in  all  age  groups. 
No  hospital  work.  Greater  Indian- 
apolis area.  Well-known  group. 
Good  salary/fringe  benefit  pack- 
age. Contact:  Michael  D.  Bishop, 
M.D.,  FACEP,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Ste.  A, 
Bloomington,  IN  47401  - (812)  333- 
2731. 

INTERNIST  BE/BC  - North  Shore  Inter- 
nal Medicine,  PC  is  seeking  an  en- 
ergetic general  internist  to  enjoy 
the  benefits  of  a rapidly  expand- 
ing practice.  New  office  close  to 
hospital.  Michigan  State  Medical 
School  Campus.  Send  resume  to 
2420  First  Ave.  South,  Escanaba,  Ml 
49829  - (906)  786-1563. 

RADIOLOGIST  BC/BE  - Terre  Haute 
Regional  Hospital.  Quick  partner- 
ship, excellent  income  and  ami- 
cable working  conditions.  Con- 
tact: Benny  S.P.  Ko,  M.D.,  2929  S. 
First  St.,  Terre  Haute,  IN  47802. 

INTERNIST  - Indianapolis  practice. 
Seeking  internist  with  an  interest  in 
geriatrics.  Excellent  salary  and 
benefits  including  CME  and  mal- 
practice. Flexible  scheduling.  CV 
to  Judy  Burnett,  4930  N.  Pennsylva- 
nia, Indianapolis,  IN  46205. 

RENT  LUXURIOUS  FLORIDA  condo- 
minium, Hutchinson  Island.  Two 
bedroom,  two  bath.  On  golf 
course,  pool,  private  beach.  Call 
Tom  Stayton,  (317)  237-4535. 

EMERGENCY  PHYSICIAN.  Terre 
Haute.  Career-oriented,  full-time 
emergency  physician,  immediate 
and  July  '89  positions  available. 
30,000  visit  ED.  Excellent  compen- 
sation, comprehensive  benefits, 
paid  malpractice.  Send  CV  or 
contact:  Sherry  Bussel,  Midwest 
Medical  Management,  Inc.,  528 
Turtle  Creek  Drive,  Suite  4.  Indian- 
apolis, IN  46227  - (317)  783-7474. 


CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Sherry  Bussel,  Midwest  Medical 
Management,  Inc.,  528  Turtle 
Creek,  North  Drive,  Suite  F-4,  Indi- 
anapolis, IN  46227  - (317)  783-7474. 

FAMILY  PHYSICIAN,  BE/BC,  for  well- 
established,  growing  practice  in 
southern  Indiana.  First-year  guar- 
antee, malpractice,  benefits. 

Small  city  living  conditions  within 
one  hour  of  large  cities.  Physicians 
who  desire  a challenging  and 
rewarding  practice  are  encour- 
aged to  submit  a letter  with  CV  to: 
Administrator,  Ohio  Valley  Medical 
Group,  722  West  Main  St.,  Madi- 
son, IN  47250. 

FOR  SALE:  Lifeline  multi-function 
ECG  testing  system  and  treadmill, 
fully  automated,  for  resting  and 
stress  ECG  procedures,  capable  of 
Holter  monitoring.  Call  (31 7)  674- 
7771. 

FAMILY  PRACTICE  FOR  SALE  - Small 
town,  high  income.  Hospital  in 
town,  OB/ER/  optional.  Hospital 
may  assist  financially.  Chicago  90 
minutes.  South  Bend  60  minutes. 
Reply:  P.O.  Box  93,  Valparaiso,  IN 
46384. 

INTERNIST/OR  INTENSIVIST:  BC/BE 
to  join  a busy  three-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Position  available  immedi- 
ately. Reply:  Box  19616,  Indian- 
apolis, IN  46219.  ij 
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IMPORTANT  NOTICE 


The  Medical  Licensing  Board  of  In- 
diana will  send  renewal  notices  May  1 
for  license  renewal  fees  due  June  30, 
1989.  There  is  no  grace  period  this  year. 
Any  physician  who  does  not  pay  the  re- 
newal fee  by  the  June  30  deadline  will 
have  to  pay  a $50  penalty  in  addition 
to  the  $50  renewal  fee.  If  you  have 
moved  since  last  receiving  your  renewal 
registration  form,  please  notify  the  Medi- 
cal Licensing  Board. 


A FINAL  REMINDER:  Failure  to  re- 
new your  license  will  render  your  license 
to  practice  medicine  invalid. 


Are  you  reading  this  ad? 

So  are  thousands  of  others.  Reach 
more  than  6,000  physicians  with  a 
display  ad  in  Indiana  medicine,  the 
journal  of  the  Indiana  State  Medical 
Association. 

For  additional  information,  contact 
Indiana  medicine,  3935  N.  Meridian 
St.,  Indianapolis,  IN  46208  - (317) 
925-7545. 
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In  accepting  advertising  for  publication,  Indiana  medicine  has 
exercised  reasonable  precaution  to  ensure  that  only  reputable, 
factual  advertisements  are  included.  However,  we  do  not 
have  facilities  to  make  comprehensive  or  complete  investiga- 
tion, and  the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physical  appli- 
ances are  to  be  regarded  as  those  of  the  advertisers  only. 
Neither  sanction  nor  endorsement  of  such  is  warranted,  stated 
or  implied  by  the  association. 


r 


Are 


you  moving? 


If  so,  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  3935 
N.  Meridian  St.,  Indianapolis,  IN  46208,  at  least  six  weeks  before  you  move. 

Name:  

Address: 

City: 

State:  Zip: 

County: 

Office  phone:  Home  phone: 

IMPORTANT’  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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VASOTEC 


(ENALAPRIL  MALEATEIMSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSO)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreated  with  ACE  inhibitors,  including  VASOTEC  Insuchcases,  VASOTEC  should  be  promptly  discontinuedandlhe 
patient  caretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  lo  the  lace  and  lips, 
Ihe  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g , subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  bul 
discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION  ) Patients  al 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  Ihe  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
sail  depletion  ol  any  etiology  It  may  be  advisable  lo  eliminate  Ihe  diuretic  (except  in  heart  failure  patients),  reduce  Ihe 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  tor  the  first  two  weeks  ot  Ireatmenl  and  whenever  ihe  dose  ol  enalapril 
and/or  diuretic  Is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  mlarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  nol  a contraindication  to  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  oi  concomitant  diuretic  may  be  necessary 
NeutropemalAgranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  lo  cause  agranulocytosisand  bone  mat- 
row  depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment,  especially  il  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  nol  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  ot  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renm-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  palients  with  severe  heart  failure 
whose  renal  tunction  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatmenl  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  arlery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  palients,  renal  function  should  be  monitored  during  the  lirst 
tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  nol  a cause  tor  discontinuation 

Risk  factors  for  Ihe  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  sail  substitutes,  which  should 
be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

Surgery/Anesthesia  In  patients  undergoing  mator  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  il  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  Ihe  lirst  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighlheadedness  especially  during  the  lirst  lew  days  ot  therapy  II 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  Ihey  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomilmg  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  palients  should  be  advised  to  consul!  with  Ihe  physician 

Hyperkalemia  Palients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  then 

physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ot  infection  (e  g , sore  Ihroal,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE.  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  effective  use  ol  this  medication  II  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  of  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  ol  treatment  with  enalapni  II II  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  leasl  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihyperlensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  il  concomitant  use  of  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  Ihey  should  be  used  with  caution  and  with  trequent  monitor- 
ing of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  tailure  receiving 
VASOTEC 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  nol  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 


Pregnancy - Category  C There  was  no  fetoloxicity  or  teratogenicity  in  rals  treated  with  up  lo  200  mg/kg/day  ot  enalapril 
(333  limes  the  maximum  human  dose)  Fetoloxicity.  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rals 
given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  Ihe  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*1  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  il  the  potential  benefit  lustilies  the  potential  risk  to  Ihe  fetus 

Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  tallowing  administration  ot  “C  enalapril  maleate  II  is  nol 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1OO0 
palients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6  7%),  orlhoslalic  eftecls  (2  2%).  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  lhan  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1 3%).  dyspnea 
(1 3%).  urinary  trad  infection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0 5%  to  1%  of  palients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  palients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances, atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia,  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevaled  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  mamteslalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  Ihe  face,  extremities,  lips,  longue,  glotfis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  ihe  hypertensive  palients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy 
in  0.1%  ol  hypertensive  patients  In  heart  failure  palients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  palients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  palients 
with  renal  arlery  stenosis  (See  PRECAUTIONS ) In  palients  with  heart  tailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  palients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  of  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  tailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  palients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) If  the  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  lor  al  leasl  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  palients  treated  once  daily,  Ihe  antihypertensive  effect  may  diminish  toward  the  end  ol  the  dosing  interval 
In  such  palients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomilanl  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  >30  ml/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  r*3  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
for  al  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) If  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  diminish  Ihe  likelihood 
ot  hypotension  The  appearance  ol  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatmenl  ot  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  palients  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  palients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Etlects  ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Palients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  palients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  Iherapy  should  be  initialed  al  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  al  intervals  ol  lour  days  or  more,  if  at  Ihe  time  ot  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ot  renal  function  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  mtormation,  consult  your  MSD  representative  or  see  Prescribing  Information  Merck  SHARft 
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■stethoscope 


Infectious  waste  guidelines 
available  from  ISMA 


Study  pinpoints  attitudes 
about  nursing 


To  pay  or  not  to  pay  for 
durable  medical  equipment 


“Suggestions  for  Developing  Your  Infectious  Waste  Policies"  ex- 
plains the  requirements  of  Indiana's  new  infectious  waste  rule, 
which  is  now  in  effect.  The  new  rule  requires  medical  practices  to 
develop  written  policies  and  procedures  for  handling  infectious 
waste  generated  bv  their  office.  Doctors  are  required  to  make  certain 
that  any  employee  who  might  come  in  contact  with  infectious  waste 
has  been  trained  in  the  policies  and  procedures  that  have  been  devel- 
oped. The  law  went  into  effect  Feb.  16  and  provides  a $1,000  a day 
fine  for  noncompliance.  A copy  of  the  publication  was  enclosed 
with  the  April  issue  of  ISMA  Reports.  If  you  would  like  additional 
copies,  or  if  you  would  like  to  order  biohazard  stickers  to  use  in 
labeling  infectious  waste  containers,  call  ISMA's  Public  Relations 
Department  at  1-800-382-1721  or  (317)  925-7545.  The  charge  for  10 
labels  is  $1. 


Nurses  are  not  perceived  as  being  highly  respected,  highly  appreci- 
ated nor  highly  paid.  These  were  some  of  the  survey  findings  on  the 
image  of  nursing,  commissioned  by  the  Indiana  Hospital  Association 
and  conducted  by  Sigma  Theta  Tau  International,  the  honor  society 
of  nursing.  The  survey  also  indicated  that  the  public  believes  nurses 
have  little  power  to  effect  change  and  have  higher  safety  risks  in 
their  work  environments.  The  survey  was  undertaken  so  data  could 
be  used  to  clarify  public  misperceptions  about  nursing  and  to  de- 
velop ways  to  make  nursing  more  competitive  with  other  profes- 
sions. Targeted  groups  surveyed  included  students  in  grades  six 
through  12,  college  freshmen,  parents,  teachers,  guidance  counselors 
and  school  nurses.  Copies  of  the  study,  titled  "Attitudes,  Values, 
and  Beliefs  of  the  Public  in  Indiana  Toward  Nursing  as  a Career:  A 
Study  to  Enhance  Recruitment  into  Nursing,"  are  available  from 
Sigma  Theta  Tau  International,  1200  Waterway  Blvd.,  Indianapolis, 

IN  46202.  The  cost  is  $10  per  copy  prepaid. 


Televised  advertisements  for  durable  medical  equipment  indicating 
that  Medicare  will  pay  for  the  devices  may  not  be  accurate.  To  help 
alleviate  the  confusion  prompted  by  the  ads,  ISMA  will  produce  a 
series  of  Byers  specific  to  each  type  of  durable  medical  equipment. 
The  first  will  appear  in  the  May  issue  of  ISMA  Reports,  and  it  per- 
tains to  lift  chairs.  Generally,  Medicare  will  pay  for  lift  chairs  if: 

The  patient  has  severe  arthritis  of  the  hip  or  knee  or  has  a severe 
neuromuscular  disease;  is  incapable  of  standing  up  from  a regular 
armchair  without  the  assistance  of  another  person,  and  once  stand- 
ing, can  walk  unassisted.  The  Medicare  carrier  will  send  patients 
and  physicians  questionnaires  to  determine  patients'  functional  capa- 
bilities. Physicians  must  return  the  questionnaires  within  30  days  for 
payment  to  be  considered.  □ 
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■ medical  museum  notes 


Charles  Bonsett,  M.D. 
Indianapolis 

F rank  Peyton,  M.D.,  a Lafay- 
ette gynecologist  who  served  with 
the  15th  Evacuation  Hospital,  has 
written  a book  about  his  experi- 
ences during  World  War  11.  A 
Surgeon's  Diary  details  Dr.  Peyton's 
travels  through  North  Africa, 

Sicily  and  Italy. 

Dr.  Peyton  received  his  World 
War  II  notice  in  July  1942,  three 
and  a half  years  after  he  started 
his  own  practice  in  Lafayette,  Ind. 
He  received  a medical  degree  in 
1934  from  the  University  of  Colo- 
rado, served  his  internship  and 
residency  at  the  Baltimore,  Md., 
city  and  university  hospitals  and 
passed  his  board  examinations. 

Capt.  Frank  Peyton  was  sent  to 
O'Reilly  General  Hospital  in 
Springfield,  Mo.,  for  basic  training 
and  Fort  Meade,  Md.,  for  shock 
officer  training:  “I  was  trained  to 
evaluate  the  casualties,  degree  of 


X 


Frank  Peyton 


shock  and  not  to  spend  too  much 
time  on  a very  serious  casualty..." 

In  time,  Capt.  Peyton  was  as- 
signed to  the  15th  Evacuation 
Hospital,  which  left  for  North 
Africa  in  early  February  1943.  At 
this  time,  the  diary  begins  and 
continues  until  mid  July  1945. 

Here  are  some  excerpts:  (Tunis) 

"On  20  April,  the  entire  hospital 
moved  northward  by  convoy  for 
227  miles.  This  movement  was 
made  through  south  Ahras,  Iamy 
and  Roum-es-Souk.  The  trip  was 
over  hazardous  mountain  terrain, 
under  blackout,  through  an  unfa- 
miliar section  of  North  Africa  to 
the  selected  site  1 1 miles  north  of 
Beja.  The  34th  and  First  Infantry 
and  the  First  Armored  Divisions 
were  in  battle  position  between 
the  hospital  and  the  front  line, 
only  eight  miles  away  ... 

"Friday,  April  23,  1943.  This 
a.m.  ward  is  full.  Boys  started 
arriving  during  the  night  and 
what  a life.  Eighteenth  Reg.  of 
Div.  1,  esp.  ground  infantry 
caught  hell.  They  set  out  to  take  a 
hill  at  the  same  time  Germans  did. 
Beginning  at  3 a.m.,  a continual 
barrage  has  existed  with  continual 
reverberations.  Three  hundred 
and  nine  patients  the  past  24 
hours  and  filled  us  up.  No  place 
to  evacuate  to  and  about  250 
needing  surgery  and  plenty  bad 
too  ..." 

By  August  of  1943  the  war  had 
moved  into  Sicily. 

"August  3,  1943.  Went  to  bed 
at  midnight  and  during  breakfast 
had  an  air  raid  ...  Just  before 
lunch,  I heard  an  awful  commo- 
tion ...  Then,  three-star  Gen.  Pat- 
ton came  dashing  over  to  my 
ward  in  his  polished  boots,  gabar- 
dine, pressed  ribbon-bedecked 
uniform,  pearl-handled  revolver, 
custom-made  belt  and  highly  glit- 


A Surgeon's  Diary 


Experiences  in  World  War  II 
North  Africa  — Sicily  — Italy 


Frank  W.  Peyton,  M.D. 


The  cover  of  Peyton's  diary. 


tering  buckle,  soft  pig-skin  gloves. 
What  a sight!  He  made  rounds 
asking  every  patient  what  was 
wrong.  He  cussed  one  out  (who 
was  obviously  neuro-psychiatric) 
and  told  him  to  go  back  and  fight 
...  The  most  pompous,  flamboy- 
ant, egotistical  person  I ever  saw 
or  hope  to  see." 

In  time,  the  hospital  moved  to 
Italy,  including  Anzio,  Rome  and 
Florence. 

In  his  book.  Dr.  Peyton  de- 
scribes the  experiences  of  the  15th 
Evacuation  Hospital  and  the 
38,305  patients  it  served.  The 
book,  which  sells  for  $19.50,  is 
available  from  the  gift  shops  of 
Home  Hospital,  2400  South  St., 
Lafayette,  IN  47904  - (317)  447- 
6811  and  St.  Elizabeth  Hospital, 
1501  Hartford  St.,  Lafayette,  IN 
47904  - (317)  423-6011.  □ 


340 


INDIANA  MEDICINE/May  1989 


Providing  special  services  for  senior 
citizens  is  our  way  of  letting  them 
know  they’re  special. 


At  Peoples  Drug,  we  offer  everyone  over  sixty 
a 10%  discount  on  prescriptions.  We  also  offer 
an  extensive  selection  of  money-saving  generic 
drugs,  the  extra  service  of  Braille  prescription 
labeling  and  free  Health  Care  Pamphlets. 

We  provide  all  these  special  benefits  to  our 
older  customers  because  it’s  our  way  of  letting 
them  know  they’re  special.  And  of  thanking  them 
for  being  some  of  our  best  customers  for  such  a 
long  time. 


It’s  just  another  example  of  how  — for  over 
80  years  — Peoples  Drug  has  served  its  customers 
with  unmatched  care  and  professionalism. 

Today,  all  our  services  reflect  our  continuing 
commitment  to  meeting  the  changing  needs  of 
your  patients.  . who  become  our  customers. 

No  matter  what  their  ages  are. 


PEOPLES 

DRUG 


the  convenience  you  wont. ..the  SAVINGS  you  deserve 


Peoples  Pharmacists.  Working  with  you  to  help  your  patients. 


If  your  trip  to 
work  wasn't  the 
highlight  of 
your  day,  talk 
to  us. ..soon. 


We  eliminate  boredom. 


stank* 

AutoPIex,  Inc. 

W X TOYOTA  ($)  ^ 

U.S.  41. ..ONE  MILE  SOUTH  OF  1-70,  TERRE  HAUTE 
(812)  235-8111 


Solve  \bur 
Critical  Staffing 
Needs  With 
The  Medical 
Placement 
Specialists 


Rely  on  Technical 
Resource  Group,  Inc 
for  comprehensive, 
confidential  search 
and  recruitment 
services. 

■ Physicians 

■ Nurses 

■ Pharmacists 

■ Rehab  Specialists 

■ Physical  Therapists 

■ Laboratory  Personnel 
Call  now  for  more 
information,  including 
our  newsletter, 

“Staffing  Solutions 
In  The  Medical 
Marketplace.” 


The  New  Standard  Of  Excellence 
In  Executive  Search 


1099  N.  Meridian  Street,  #244  7319  West  Jefferson,  Suite  B 

Indianapolis,  IN  46204  Fort  Wayne,  IN  46804 

(317)633-6444  (219)436-2499 
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HERITAGE  HOUSE 

MMrmtCeriter 

IS 

MORE 
THAN 

SKILLED  NURSING 


YES.  Out  of  more  than  125  staff  members,  80%  are  in 
nursing.  Yes.  Both  our  Director  of  Nursing  and  our 
Assistant  Director  of  Nursing  have  Master’s  Degrees. 
Yes.  Both  our  Medical  Director  and  our  Attending 
Physician  are  pediatricians.  Yes.  Our  youthful  residents 
are  apt  to  have  traehs  or  G-tubes  or  seizures,  and  be 
non-ambulatory,  non-verbal  or  suffering  profound 
retardation.  How  fragile  they  are. 


But  we  are  much  more  than  just  Indiana’s  oldest  skilled 
nursing  home  for  children.  We’re  lots  of  activities,  love, 
therapies,  developmental  programs  and  we  provide  each 
child  with  the  companionship  and  socialization  of  being 
with  children  their  own  age. 


Come  visit 
with  us. 


HA  AH 

HERITAGE  HOUSE 


Ava  Vogel  Smith, 
Robert  F.  Smith 
Owners 


\ 


2325  SOUTH  MILLER  ST  • SHELBYVILLE,  IN  46176  • (317)  392-3287 

- __ / 
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■ what's  new 


Elbe-Cesco,  Inc.  lias  a new  sys- 
tem designed  to  control  and  pro- 
vide billing  of  all  controlled  sub- 
stances. It  is  a system  to  correlate 
pharmacies,  nursing  stations  and 
business  offices  for  greater  con- 
trol, accuracy,  efficiency  and 
profit.  Each  time  a charge  slip  is 
completed,  a permanent  record  of 
that  transaction  is  automatically 
stored  on  a control  journal,  to 
build  and  maintain  a record  of  all 
dispensed  controlled  substances 
for  audit  purposes.  The  system, 
which  is  available  for  $79,  is  com- 
patible with  either  computerized 
or  manual  account  systems. 

Brentwood  Instruments  has 

announced  a new  RhythmScan™ 
Super  Imposition  Holter  System 
that  combines  the  latest  technol- 
ogy in  holter  monitoring  with 
visual  super  imposition  scanning. 
The  new  system  converts  the  real- 
time  analog  signal  and  displays  it 
on  the  CRT  monitor,  using  state- 
of-the-art  digital  technology.  A 
new  ambulatory  blood  pressure 
system  also  has  been  introduced. 

It  is  small,  lightweight  and  uses 
the  latest  solid  state  logic  to  pre- 
cisely record  up  to  300  blood  pres- 
sure measurements  over  72  hours. 

Mada  Medical  Products  has 

introduced  The  2200  Series  of 
disposable  manual  resuscitators. 
These  single-use  units  are  trans- 
parent and  feature  anti-locking 
one-way  valves  that  prevent  lock- 
up under  high-flow  conditions. 
Each  has  a transparent  cushioned 
mask  that  conforms  to  any  pa- 
tient's face.  It  is  available  in  adult 
and  pediatric  models,  with  either 
a volume  oxygen  reservoir  bag  or 
a flexible  hose  reservoir. 

Mead  Johnson  Pharmaceuticals 

has  received  approval  by  the  U.S. 


Food  and  Drug  Administration  to 
market  Desyrel  “Divi Dose"  300 
mg.  Desyrel  is  an  antidepressant 
that  is  effective  in  relieving  de- 
pression and  depression  with 
anxiety.  It  is  associated  with  a 
low  incidence  of  disruptive  side 
effects.  A 300  mg  tablet  consti- 
tutes one  dosage  and  may  be  di- 
vided into  three  100  mg  doses, 
two  150  mg  doses  or  one  200  mg 
dose.  Desyrel "DiviDose"  300  mg 
was  scheduled  to  be  available  in 
January  1989. 

Promedix  International  Corp. 

has  announced  ENCAP™,  an 
entirely  new,  sanitary  method  of 
containing  and  picking  up  spilled 
body  fluids.  It  is  a chlorinated 
encapsulating  powder  that  makes 
it  possible  to  contain  spills  of 
blood,  vomit  or  urine.  The  encap- 
sulating feature  congeals  the  liq- 
uid to  contain  the  spill  in  a small 
area.  The  congealed  matter  can 
then  be  scooped  up,  and  the  area 
can  be  cleansed  and  sanitized. 

For  product  information  or 
samples,  write  to  Promedix  Inter- 
national Corp.,  80  Cutter  Mill 
Road,  Great  Neck,  NY  1 1021  or 
call  1-800-347-4600. 

A National  Institute  on  Aging 

grantee,  David  P.  Colvin,  M.D., 
has  developed  FALL-SAFE™,  a 
device  that  allows  elderly,  frail 
and  rehabilitation  patients  to  exer- 
cise under  protection.  The  system 


News  of  what  is  new  in  the 
medical  supply  industry  is  com- 
posed of  abstracts  from  news 
releases.  Each  item  published 
does  not  necessarily  constitute  an 
endorsement  of  a product  or 
recommendation  for  its  use  by 
Indiana  medicine  or  by  the  Indi- 
ana State  Medical  Association.  . 


responds  immediately  to  a fall 
and  applies  a safe  braking  force  to 
catch  and  lower  the  user  to  the 
floor.  FALL-SAFE™  is  designed 
to  be  used  primarily  in  nursing 
homes,  hospitals  and  rehabilita- 
tion centers.  Prototypes  are  being 
evaluated  at  the  Hillhaven  Conva- 
lescent Center  in  Chapel  Hill, 

N.C.,  and  the  Rehabilitation  De- 
partment at  Duke  University  in 
Durham,  N.C. 

TAP  Pharmaceuticals,  a joint 
venture  of  Abbott  Laboratories 
and  Takeda  Chemical  Industries 
of  Japan,  has  received  approval 
from  the  U.S.  Food  and  Drug 
Administration  to  market  Lupron 
Depot,  a new  once-a-month  for- 
mulation of  its  drug  Lupron  (le- 
uprolide  acetate).  Lupron  is  used 
in  the  palliative  treatment  of  ad- 
vanced prostate  cancer.  Until 
now,  patients  receiving  Lupron 
therapy  needed  to  inject  them- 
selves daily.  This  new  injection 
will  be  administered  by  a physi- 
cian during  an  office  visit. 


GynoPharma,  Inc.  has  intro- 
duced ParaGard™  (Intrauterine 
Copper  Contraceptive)  Model  T 
380A,  the  first  copper  1UD  avail- 
able to  American  women  in  more 
than  two  years.  ParaGard™  is  a 
plastic  T-shaped  device  with  cop- 
per on  its  arms  and  stem.  It  can 
remain  in  place  for  up  to  four 
years  and  has  a pregnancy  rate  of 
less  than  one  per  100  women. 
Appropriate  candidates  for  the 
new  IUD  include  women  who 
want  a long-term,  reversible  con- 
traceptive method;  who  have  had 
at  least  one  child;  who  have  no 
history  of  pelvic  inflammatory 
disease  and  who  are  involved  in  a 
stable,  mutually  monogamous 
relationship.  The  new  IUD  will 
cost  approximately  $140.  □ 
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Carafate  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  VMw  users  to  become 

prone  to  duodenal  ulcers.1  For  those  NSAID  / users  w^°  c*° 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 


0160N8 


ARAFATE 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however;  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however;  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  C's  on  the  other  Issued  1 /87 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbme-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  - is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 


Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 •3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


Take  Two. 

One  for  the  Front  Office.  One  for  the  Back. 
And  Call  Us  in  the  Morning.  1-800-444-6244. 


(Treatment  of  Choice  for  Office  Information  Management  Migraines.) 


INDICATIONS  AND  USAGE:  Medical  Accounts  Croup.  Inc 
is  indicated  for  the  relief  of  Office  Information  Management 
Migraines.  It  has  been  demonstrated  that  our  services  and 
products  provide  greater  benefits  than  conventional  office 
management  methods. 

Patients  using  this  treatment  should  receive  the  following 
information  and  instructions  concerning: 

1.  Accounts  Receivable  Management 

• our  full  service  bureau  billing  includes  account 
administration  and  patient  inquiry  management. 

• our  MACS  (Medical  Accounting  Control  Software)  on 
a turnkey  computer  system  includes  hardware,  installation, 
documentation,  training  and  support 

2.  Patient  Charting  Management 

• our  SmartChart®  Medical  Charting  Software  supports 
history  and  physicals,  daily  notes,  discharge  summaries, 
prescnptions,  hospital  orders,  and  insurance  summaries 
with  home-to-office-to-hospital  portability.  Medical 
reference  data  bases  are  also  available. 

3.  Office  Accounting  Management 

• includes  our  MACSwriter  Report  Writer,  Uniplex  Word 
Processing,  and  RealWorld  accounts  payable,  payroll, 
inventory,  general  ledger,  and  spreadsheet  software 


4.  Software  Support  and  Management 

• our  MACS  and  SmartChart  software  are  company-owned 
and  maintained  in-house  by  our  expert  programming 
staff.  Support  is  available  for  all  other  software  products. 

5.  Supplies  and  Forms  Management 

• our  data  processing  supplies  and  forms  are  available 
with  volume  discounts  intact. 


CONTRAINDICATIONS:  None.  Clinically  tested.  Proven 
dependable. 

PRECAUTIONS:  None  The  first  medication  proved  safe  and 
effective  for  Office  Information  Management  Migraines  for 
all  patients  regardless  of  age,  sex,  or  underlying  conditions. 

DOSAGE  AND  ADMINISTRATION:  Each  tablet  contains 
the  maximum  strength  permitted  by  law.  Administer  only 
after  consultation  with  a Medical  Accounts  Group,  Inc. 
authonzed  representative. 

HOW  SUPPLIED:  By  people  with  a caring  attitude,  a high 
level  of  professional  expertise  and  a strong  long-term 
commitment  to  client  service,  training  and  support. 


IN  (317)  923-3046  - I SA  (800)  444-6244  - FAX  (317)  921-3332 


■cme  calendar 


St.  Vincent  Hospital 

The  following  continuing  medi- 
cal education  program  is  sched- 
uled at  St.  Vincent  Hospital  in  In- 
dianapolis for  May. 

May  26  - Annual  "500"  Ortho- 

pedic meeting,  St. 
Vincent  Cooling  Au- 
ditorium. 

For  more  information,  contact 
Marilyn  Soltermann,  CME  coordi- 
nator, St.  Vincent  Hospital,  2001 
W.  86th  St.,  P.O.  Box  40970,  Indi- 
anapolis, IN  46240-0970. 

Methodist  Hospital 

Methodist  Hospital  will  sponsor 
the  following  continuing  medical 
education  events  for  May: 

May  18-19-  24th  Annual  Batman 
Lecture,  Methodist 
Hospital,  Audito- 
rium, Indianapolis. 
May  24  - Initial  Management 

of  Catastrophic  Ath- 
letic Injuries,  Meth- 
odist Hospital,  Audi- 
torium, Indianapolis. 

For  more  information,  call 
Dixie  Estridge,  CME  Coordinator, 
Methodist  Hospital  of  Indiana,  at 
(317)  929-3733. 

Indiana  University 

The  Indiana  University  School 
of  Medicine  will  sponsor  the  fol- 
lowing CME  courses  for  May, 
June,  July  and  August: 

May  17-18-  24th  Annual  Indiana 
Multidisciplinary 
Child  Care  Confer- 
ence, Hilton-on-the- 
Circle,  Indianapolis. 
May  19-20-  Windows  to  the  Fu- 
ture: Tumor  and 
Transplantation  Biol- 
ogy, University  Place 
Executive  Confer- 
ence Center  and  I In- 
tel, Indianapolis. 

June  8-10  - D/ART  - Depres- 
sion/ Awareness, 


Recognition,  Treat- 
ment, Hilton-on-the- 
Circle,  Indianapolis. 
June  9 - Symposium  on  Car- 

diac Arrhythmias, 
University  Place 
Executive  Confer- 
ence Center  and 
Hotel,  Indianapolis. 
June  9 - Indiana  Residents 

and  Alumni  Day, 
University  Place 
Executive  Confer- 
ence Center  and 
Hotel,  Indianapolis. 
June  10  - American  Diabetes 

Association  Indiana 
Affiliate  Scientific 
Session,  Embassy 
Suites,  Indianapolis. 
July  10-19  - 74th  Annual  Anat- 
omy and  Histopa- 
thology  of  the  Head 
and  Neck  and  Tem- 
poral Bone,  Univer- 
sity Place  Executive 
Conference  Center 
and  Hotel,  Indian- 
apolis. 

Aug.  11-12-  Surgical  Oncology 
Meeting,  University 
Place  Executive  Con- 
ference Center  and 
Hotel,  Indianapolis. 

For  information,  call  Melody 
Dian,  assistant  director.  Continu- 
ing Medical  Education,  (317)  274- 
8353. 


NIH  sponsors  workshops 

"Protection  from  Research  Risk: 
Whom  are  We  Protecting?”  is  the 
theme  of  a regional  workshop 
sponsored  by  the  National  Insti- 
tutes of  Health  - Office  for  Protec- 
tion from  Research  Risks,  the  U.S. 
Food  and  Drug  Administration 
and  Indiana  University-Purdue 
University  at  Indianapolis. 

The  workshop  will  be  June  1 
and  2 at  the  University  Place  Ex- 
ecutive Conference  Center  and 


Hotel  on  the  IUPUI  campus. 
People  who  are  concerned  with 
the  conduct  of  research  involving 
human  subjects,  including  investi- 
gators, administrators,  research 
subjects  and  students,  are  encour- 
aged to  attend  the  workshop. 

For  registration  information,  call 
Harriet  Rodenberg  at  (317)  274- 
4364. 

University  of  Michigan 

The  Department  of  Family  Prac- 
tice of  the  University  of  Michigan 
Medical  School  will  conduct  the 
Silver  Anniversary  of  the  "North- 
ern Michigan  Summer  Confer- 
ence: An  Update  on  Common 
Clinical  Concerns." 

The  conference  will  be  June  19 
through  23  at  Shanty  Creek- 
Schuss  Mountain  in  Bellaire,  Mich. 
The  course  fee  is  $395  and  the 
one-day  fee  is  $100.  To  enroll, 
contact  Pattie  Goble,  Registrar, 
Office  of  CME,  Towsley  Center, 
Box  0201,  University  of  Michigan 
Medical  School,  Ann  Arbor,  MI 
48109-0201,  or  call  1-800-962-3555. 

Scott  and  White  courses 

The  Scott  and  White  Clinic,  an 
association  of  the  Scott  and  White 
Memorial  Hospital  and  the  Scott, 
Sherwood  and  Brindley  Founda- 
tion, and  Texas  A&M  University 
College  of  Medicine  will  sponsor 
two  courses  in  June  and  July. 

"Issues  in  Care:  The  Young 
Patient  - Birth  to  25"  will  be  pre- 
sented June  14  through  16  in 
South  Padre  Island,  Texas.  "High- 
lights in  Women's  Health  Care,"  a 
course  worth  16  hours  of  CME 
credit,  will  be  June  28  through 
July  1 in  Sante  Fe,  N.M.  The  fee 
for  each  course  is  $350. 

To  register  or  obtain  further 
information,  contact  Sharon 
Stermer,  Office  of  CME,  Scott  and 
White,  2401  S.  31st  St.,  Temple, 
Texas  76508  - (817)  774-4073.  □ 
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I’m  with  Medical 


[practice  carrier 
; knows  how  to 


Protective. 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
AM.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

II  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Tfr.rmrnxr,  p urn*  si  cm  yj] 


Serving  Indiana  Physicians  Since  1908. 


Robert  B.  Newell,  Philip  R.  Young,  Suite  240, 2260  Lake  Avenue,  P.O.  Box  5174,  Fort  Wayne,  IN  46895  (219)  422-4783 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  kinzer,  6100  North  Keystone  Avenue,  Suite  237,  P.O.  Box  20576 

Indianapolis,  IN  46220  (517)  255-6525 


scientific  contributions 


Neonatal  extracorporeal 
membrane  oxygenation 


Indiana  medicine  offers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the  fac- 
ulty of  the  Indiana  University  School 
of  Medicine.  The  program  is  coordi- 
nated and  supported  by  a grant  from 
the  school's  Division  of  Continuing 
Medical  Education. 

The  I.U.  School  of  Medicine  desig- 
nates this  CME  activity  for  one  credit 
hour  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American 
Medical  Association. 

To  obtain  Category  I credit  for  this 
month's  article,  complete  the  quiz 
following  this  article. 


William  A.  Engle,  M.D. 

Elizabeth  A.  Peters,  M.D. 

Karen  W.  West,  M.D. 

Indianapolis 

^^Jeonatal  extracorporeal 
membrane  oxygenation  (ECMO)  is 
an  investigational  form  of  cardio- 
pulmonary support  that  is  increas- 
ingly being  used  to  treat  near- 
term  and  term  neonates  with  se- 
vere respiratory  failure  compli- 
cated by  persistent  pulmonary 
hypertension.1,2  In  this  article,  we 
review  the  history,  procedure, 
patient  selection  criteria,  compli- 
cations and  results  of  extracor- 
poreal support  in  neonates. 

History 

The  first  neonatal  experience 
with  ECMO  occurred  in  1965 
when  Rashkind  and  colleagues 
treated  four  preterm  infants  dying 
from  hyaline  membrane  disease.3 
Mechanical  ventilation  in  neonatal 
patients  generally  was  not  avail- 
able at  this  time;  Rashkind  and 
colleagues  were  attempting  to 
develop  an  "artificial  placenta"  to 
provide  cardiopulmonary  support 
and  improve  survival,  although 
without  success. 

Between  1969  and  1975,  several 
other  investigators  attempted  to 
treat  preterm  infants  with  ECMO, 
again  without  success  as  all 
treated  infants  died,  many  with 
intracranial  hemorrhages.46  Be- 
cause of  this  negative  experience 
with  ECMO  in  preterm  infants 


and  the  advent  of  mechanical 
ventilators  for  neonates,  investiga-  ( 
tors  began  focusing  their  attention 
on  a different  population  of  in- 
fants who  might  benefit  from 
ECMO:  The  term  infant  with 
respiratory  failure  unresponsive  to 
conventional  mechanical  ventila- 
tion and  supportive  therapy. 

In  1975,  Bartlett  and  coworkers 
reported  the  first  neonatal  survi- 
vor with  ECMO.7  In  the  follow- 
ing 15  years,  there  has  been  an 
exponential  rise  in  interest  in  this 
form  of  cardiopulmonary  support 
with  a virtual  explosion  in  the 
number  of  medical  centers  provid- 
ing neonatal  ECMO.  In  1985,  nine 
centers  provided  this  treatment 
internationally;  in  January  1989, 

49  centers  throughout  the  world 
were  offering  ECMO  to  neonatal 
patients. 

Procedure 

ECMO  may  be  accomplished  by 
two  methods  of  vascular  access: 
Venoarterial  and  venovenous  by- 
pass. Venoarterial  bypass  has  the 
potential  to  provide  total  support 
of  cardiac  and  lung  function  and 
is  currently  the  method  of  choice 
in  neonatal  patients.  Venovenous 
bypass  has  been  used  experimen- 
tally in  neonatal  patients  and  pro- 
vides adequate  support  for  those 
neonates  with  compromised  pul- 
monary function  and  adequate 
cardiac  function.  However,  ven- 
ovenous bypass  is  technically 
more  difficult  to  perform  than 
venoarterial  bypass  and  does  not 
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Figure  1:  The  circuit  used  during  ECMO. 


provide  cardiac  support.18  In  this 
article,  we  will  limit  our  discus- 
sion to  venoarterial  bypass  in 
neonates. 

The  first  step  in  the  ECMO  pro- 
cedure is  preparation  of  the  extra- 
corporeal circuit  (Figure  1).  The 
circuit  is  comprised  of  blood-filled 
tubing  with  a servo-regulating 
reservoir,  pump,  membrane  oxy- 
genator and  heat  exchanger. 

While  the  circuit  is  being  as- 
sembled and  primed  with  hepar- 
inized blood,  access  to  the  infant's 
vascular  system  is  obtained 
through  surgical  placement  of 
catheters  into  the  right  internal 
jugular  vein  and  right  common 
carotid  artery.  The  catheter  in  the 
right  internal  jugular  vein  is 
threaded  into  the  right  atrium  and 
functions  to  divert  blood  by  grav- 
ity drainage  into  the  extracor- 
poreal circuit.  The  arterial  cathe- 
ter is  advanced  to  the  entrance  of 
the  aortic  arch  and  serves  to  re- 
turn oxygenated  blood  to  the  in- 
fant's systemic  circulation. 

Deoxygenated  venous  blood 
drains  from  the  right  atrium  into 
a servo-regulating  reservoir  (Fig- 
ure 1).  The  volume  of  blood 
within  this  reservoir  controls  a 
switch,  which,  in  turn,  controls 
the  operation  of  the  roller  pump. 

If  the  volume  of  blood  within  the 
reservoir  decreases,  the  switch  is 
turned  off  and  the  pump  stops. 
This  safety  feature  prevents  the 
pump  from  inadvertently  pulling 
air  into  the  circuit,  which  would 
occur  in  the  absence  of  blood 
within  the  extracorporeal  tubing. 

The  deoxygenated  blood  then  is 
pumped  through  a membrane 
oxygenator  where  gas  exchange 
occurs.  The  membrane  oxygena- 
tor is  a very  thin  silicone  sheet, 
which  is  rolled  up  lengthwise;  this 
allows  blood  on  one  side  of  the 
membrane  and  gas  on  the  other 
side  of  the  membrane  to  pass  in  a 


countercurrent  fashion.  The  large 
surface  area  of  this  membrane 
allows  exchange  of  oxygen  and 
carbon  dioxide  without  significant 
trauma  to  blood  cells.  Heparin  is 
infused  into  the  circuit  to  maintain 
circuit  patency  and  minimize 
thromboembolus  formation.  After 
the  blood  is  oxygenated,  carbon 
dioxide  removed  and  heparin 
added,  it  is  rewarmed  by  circulat- 
ing through  a heat  exchanger. 

The  oxygen-rich  blood  then  is 
reinfused  into  the  neonate's  sys- 
temic circulation  by  way  of  the 
right  carotid  artery  catheter. 

Once  ECMO  is  initiated,  the 
amount  of  extracorporeal  blood 
flow  gradually  is  increased  until 
approximately  80%  to  100%  of  the 
infant's  cardiac  output  flows 
through  the  extracorporeal  circuit 
(i.e.,  80-120  mL/kg/min).  After 
the  infant  is  stabilized,  the  ventila- 
tor pressures  and  rate  and  in- 
spired oxygen  concentration  are 
reduced  significantly.  ECMO  then 
provides  cardiopulmonary  sup- 
port while  the  lungs  and  heart 
recover,  thereby  minimizing  the 


risks  associated  with  barotrauma 
and  oxygen  toxicity  (i.e.,  bron- 
chopulmonary dysplasia). 

When  ECMO  is  initiated, 
vasoactive  agents  such  as  dopam- 
ine, dobutamine,  isoproterenol  and 
tolazoline  generally  are  discontin- 
ued. The  extracorporeal  flow  is 
titrated  so  the  infant's  arterial  PO, 
is  maintained  between  50  and  80 
torr,  and  the  venous  oxygen  satu- 
ration is  greater  than  70%.  Plate- 
lets may  be  destroyed  as  they  cir- 
culate through  the  extracorporeal 
circuit  and  usually  require  peri- 
odic replacement  to  maintain  the 
platelet  count  greater  than  50,000. 
The  hematocrit  is  typically  main- 
tained between  40  and  45  with 
packed  red  blood  cell  infusions. 
The  heparin  dosage  is  titrated  to 
achieve  an  activated  clotting  time 
between  220  and  270  seconds. 
Intravenous  fluids  and  all  medica- 
tions including  ampicillin  and 
gentamicin  are  infused  directly 
into  the  extracorporeal  circuit. 
Chest  radiographs,  head  ultra- 
sounds and  blood  cultures  are 
performed  daily  while  the  patient 
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Table  1 


Disease  entities 
amenable  to 
treatment  with  ECMO 


Persistent  pulmonary 
hypertension  of  the 
newborn 

Meconium  aspiration 

syndrome 

Respiratory  distress 

syndrome 

Sepsis 

Congenital  diaphrag- 
matic hernia 


is  on  ECMO  to  monitor  for  atelec- 
tasis, intracranial  hemorrhage  and 
bacterial  infection,  respectively. 

Extracorporeal  flow  gradually  is 
reduced  as  the  infant's  cardiac 
and  lung  functions  recover,  as  evi- 
denced by  improving  blood  gases 
and  venous  saturation.  When  the 
extracorporeal  flow  is  reduced  to 
60  mL/min  from  the  original  360 
to  400  mL/min,  the  patient  is 
idled  on  minimal  bypass  support 
for  two  to  eight  hours  to  ensure 
stable  pulmonary  and  heart  func- 
tion and  resolution  of  the  pulmo- 
nary hypertension.  The  cannulas 
in  the  right  internal  jugular  vein 
and  right  common  carotid  artery 
are  then  removed  and  ECMO  is 
discontinued.  The  infant  is  con- 
tinued on  mechanical  ventilation 
and  generally  weaned  from  oxy- 
gen and  mechanical  ventilatory 
support  over  the  next  several 
days. 

The  duration  of  ECMO  averages 
about  five  days.  If  the  infant  has 
not  improved  after  seven  to  14 
days  of  ECMO  or  in  the  event  of 
uncontrolled  bleeding,  intracranial 


hemorrhage  or  lethal  organ  fail- 
ure, extracorporeal  support  is 
discontinued,  and  routine  conven- 
tional therapies  are  resumed. 

Patient  selection 

Candidates  for  ECMO  are  near- 
term  and  term  infants  with  revers- 
ible lung  disease  complicated  by 
persistent  pulmonary  hyperten- 
sion (Table  1).  Typically,  these 
patients  have  either  primary  per- 
sistent pulmonary  hypertension  of 
the  newborn  or  persistent  pulmo- 
nary hypertension  secondary  to 
meconium  aspiration  syndrome, 
respiratory  distress  syndrome, 
congenital  diaphragmatic  hernia 
or  sepsis,  and  are  unresponsive  to 
maximal  conventional  medical 
and  surgical  management.1'2  If 


the  patients  are  > 35  weeks  gesta- 
tional age,  > 2 kg  birth  weight  and 
have  received  less  than  seven  to 
10  days  of  conventional  therapy, 
they  may  be  candidates  for  ECMO 
therapy  (Table  2). 

Less  than  seven  to  10  days  of 
conventional  therapy  is  an  eligibil- 
ity requirement  because  extraordi- 
nary levels  of  mechanical  ventila- 
tion and  100%  oxygen  superim- 
posed on  underlying  pulmonary 
disease  will  cause  parenchymal 
injury  (i.e.,  bronchopulmonary 
dysplasia),  which  is  not  amenable 
to  extracorporeal  support;  it  is  the 
vasospastic  persistent  pulmonary 
hypertension  component  of  the 
newborn's  cardiorespiratory  dis- 
tress that  is  amenable  to  ECMO. 

To  be  eligible  for  ECMO,  patients 


Table  2 


Criteria  for  ECMO 

Inclusion  criteria: 

• Respiratory  failure  unresponsive  to  maximal  conventional  therapies 

• Greater  than  or  equal  to  35  weeks  gestational  age 

• Greater  than  or  equal  to  2 kg  birth  weight 

• Less  than  seven  to  10  days  of  conventionally  treated  respiratory  failure 

• Normal  estimates  of  neurologic  function  and  cardiac  structure 

Respiratory  failure  criteria: 

Category  Criteria 

Unresponsiveness  any  two  of  three  for  > three  hours:  PaO,  < 55,  pH 

< 7.4,  hypotension 

Acute  deterioration  PaO,  < 40  and  pH  < 7.15  for  > two  hours 


AaDO,  > 630  for  four  hours 
Ol  > 35  for  six  hours 
OI  > 40  for  four  hours 


AaD02  = FiO,  (713)  - PaO,  - PaCO, 

0.8 

OI  = MAP  x FiO,  x 100 
PaO, 

OI  = MAP  x FiO,  x 100 
PaO, 


Exclusion  criteria: 

• Greater  than  seven  to  10  days  of  conventionally  treated  respiratory  failure 

• Intracranial  hemorrhage 

• Bleeding  diathesis 
Congenital  heart  disease 

Condition  incompatible  with  a normal  quality  of  life 
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also  must  have  normal  estimates 
of  both  neurologic  function  and 
cardiac  structure.  A normal  head 
ultrasound  and  normal  echocardi- 
ogram in  the  absence  of  the  clini- 
cal findings  of  severe  perinatal 
asphyxia  (i.e.,  coma)  are  used  to 
determine  eligibility. 

Criteria  for  respiratory  failure 
that  predict  a high  mortality  for 
near-term  and  term  infants  have 
been  determined.  A high  risk  of 
dying  before  becoming  eligible  for 
extracorporeal  membrane  oxy- 
genation has  been  chosen  because 
of  risks  associated  with  long-term 
cardiopulmonary  bypass  in  neo- 
nates. These  risks  include  intrac- 
ranial hemorrhage,  uncontrolled 
bleeding  associated  with  systemic 
heparinization  and  mechanical 
malfunctions. 

Several  criteria  have  been  iden- 
tified at  the  James  Whitcomb 
Riley  Hospital  for  Children,  which 
will  select  a population  of  near- 
term  and  term  infants  with  an 
extremely  high  risk  of  dying  in 
spite  of  maximal  conventional 
support  (Tabic  2).  Patients  catego- 
rized as  "unresponsive"  to  medi- 
cal management  experience  any 
two  of  the  following  three  factors 
for  > three  hours:  PaO,  < 55,  pH 
< 7.4  and/or  hypotension.  Pa- 
tients categorized  as  "acute  dete- 
rioration" have  a PaO,  < 40  and 
pH  < 7.15  for  > two  hours.  "Un- 
responsiveness" and  "acute 
deterioration"  are  associated  with 
a mortality  rate  greater  than  74%. 
Other  estimates  of  the  severity  of 
respiratory  failure  are  based  on 
the  alveolar-arterial  oxygen  differ- 
ence (AaDOJ  or  the  oxygenation 
index  (OI)  calculated  over  time. 
Neonates  with  an  alveolar  to  arte- 
rial oxygen  difference  > 630  for 
four  hours,  oxygenation  index  > 

35  for  six  hours  or  an  oxygenation 
index  > 40  for  four  hours  have 


mortalities  between  81%  and  83%. 

Only  those  infants  with  persis- 
tent pulmonary  hypertension  and 
lung  disease  thought  to  be  revers- 
ible are  considered  for  ECMO.  As 
previously  discussed,  infants  are 
excluded  from  consideration  if 
they  experience  more  than  10 
days  of  conventionally  treated 
respiratory  failure  or  have  evi- 
dence of  an  intracranial  hemor- 
rhage, an  ongoing  bleeding  di- 
athesis (e.g.,  disseminated  intra- 
vascular coagulation,  hemophilia, 
etc.),  congenital  heart  disease, 
certain  chromosomal  abnormali- 
ties or  irreversible  major  organ 
failure. 

Once  the  infant  has  met  criteria 
for  ECMO  and  is  considered  to 
have  failed  conventional  therapy, 
informed  consent  is  obtained  from 
the  family  and  the  neonate  is 
placed  on  extracorporeal  support. 
About  three  hours  elapse  between 
the  time  when  a neonate  meets 
criteria  and  initiation  of  ECMO. 
This  is  important  when  consider- 
ing referral  for  this  treatment  be- 
cause the  time  between  reaching 
criteria  for  respiratory  failure  and 
death  averages  less  than  10  hours 
for  all  categories  except  the 
AaDCT  > 630  criteria  (duration 
until  death  averages  18  hours). 

Complications 

Prolonged  card iopu  1 monary 
bypass  has  a moderate  amount  of 
inherent  risk  (Tabic  3).  Ligation  of 
both  the  right  internal  jugular 
vein  and  the  right  common  ca- 
rotid artery  is  performed  during 
placement  of  the  cannulas  into 
these  vessels.  Although  some 
investigators  are  studying  the 
possibility  of  reconstructing  these 
vessels  after  ECMO  treatment,  the 
risk  of  distal  embolization  is  high 
and,  therefore,  surgical  repair  is 
not  recommended.1-2  There  is 


Table  3 

Complications 
associated  with  ECMO 


Bleeding  (intracranial, 
surgical  site,  etc.) 
Diminished  right  hemi- 
spheric oxygen  delivery 
Thromboembolic 
phenomena 
Infection 
Seizures 
Hypertension 
Hemolysis 
Hypokalemia 
Mechanical  malfunctions 


concern  about  adequacy  of  blood 
flow  and  oxygen  delivery  to  the 
right  side  of  the  brain  after  liga- 
tion of  these  vessels,  although 
collateral  blood  How  through  the 
vertebral  arteries  and  left  carotid 
artery  by  way  of  the  Circle  of 
Willis  is  generally  adequate.  In  a 
dying  patient,  the  relatively  small 
risk  of  altered  right  hemispheric 
perfusion  is  usually  accepted. 

The  other  major  concern  during 
neonatal  ECMO  is  the  need  for 
anticoagulation  to  decrease  clot- 
ting within  the  circuit  and  mini- 
mize the  risk  for  thromboembolic 
phenomenon.  Systemic  heparini- 
zation, however,  increases  the  risk 
of  bleeding;  this  is  especially  a 
concern  for  those  patients  who  are 
septic,  have  had  a recent  surgical 
procedure,  (i.e.,  repair  of  a con- 
genital diaphragmatic  hernia),  or 
are  somewhat  premature  (i.e.,  35 
to  37  weeks  gestation).  Because  of 
the  potential  risk  of  complications 
from  bleeding,  embolic  phenome- 
non, infection  and  mechanical 
failure  with  longer  durations  of 
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Table  4 


Neonatal  ECMO:  James  Whitcomb  Riley  Hospital  for  Children 

June  1987  through  March  1989 


Total  number 37 

Number  of  survivors  (%) 30  (81) 

Major  complications 

- intracranial  hemorrhage 3 

- surgical  site  bleeding 1 

- other  bleeding 1 

- bronchopulmonary  dysplasia 2 

Average  duration  of  ECMO Ill  hours  (40  to  289  hours) 

Average  duration  of  hospitalization  ...  30  days  (8  to  160  days) 


cardiopulmonary  bypass,  most 
patients  are  treated  with  ECMO 
for  no  more  than  14  days  and 
usually  not  longer  than  10  days. 

If  a neonate  has  not  recovered 
after  seven  to  10  days  of  extracor- 
poreal support,  he/she  is  consid- 
ered to  have  a significant  degree 
of  irreversible  lung  injury  that 
ECMO  will  not  help. 

Several  other  problems  occa- 
sionally arise  during  neonatal 
extracorporeal  support.  Seizures, 
hypertension,  hypokalemia,  infec- 
tion, hemolysis  and  mechanical 
malfunctions  are  the  most  com- 
mon difficulties  encountered.  A 
problem  unique  to  cardiopulmon- 
ary bypass,  which  appears  to  oc- 
cur in  all  neonates,  is  diffuse 
atelectasis  and/or  pulmonary 
edema  following  initiation  of 
ECMO.  This  is  characterized  by 
loss  of  breath  sounds,  decreased 
compliance  and  "whiteout"  on 
chest  radiographs.  As  the  chest  x- 
ray  clears  and  compliance  subse- 
quently improves,  extracorporeal 
support  can  usually  be  reduced. 
The  presence  of  breath  sounds 


and  clearing  of  chest  radiographs 
are  clinical  indicators  that  pulmo- 
nary hypertension  and  the  under- 
lying lung  disease  are  resolving. 

Outcomes 

Numerous  investigators  have 
reported  survival  rates  between 
51%  and  86%  with  ECMO.1'2'4'11 
The  national  ECMO  registry  re- 
ports an  overall  survival  rate  of 
82.6%  with  2,212  patients  having 
received  ECMO  treatments  as  of 
Jan.  1,  1689.  Riley  Hospital  has 
been  offering  ECMO  to  treat  new- 
born infants  with  severe  respira- 
tory failure  since  June  1987.  Of  37 
patients,  30  have  survived  (Table 
4). 

Major  complications  among 
survivors  include  three  with  in- 
tracranial hemorrhage,  one  with 
significant  surgical  site  bleeding 
and  two  with  chronic  lung  dis- 
ease. Neurodevelopmental  out- 
come following  neonatal  ECMO 
has  been  reported  in  a number  of 
studies  and  is  encouraging.1'2411 
Despite  the  critical  underlying 
condition  of  these  patients  before 


ECMO  and  the  moderate  risk  that 
accompanies  this  treatment,  ap- 
proximately 70%  of  the  patients 
are  considered  to  be  normal  at 
followup.  Approximately  15% 
have  significant  neurodevelop- 
mental handicaps,  while  the  re- 
maining 15%.  of  patients  have 
mild  to  moderate  handicaps.  The 
short-term  outcomes  for  neonates 
receiving  extracorporeal  support 
at  Riley  1 lospital  is  consistent 
with  these  national  outcomes. 

For  comparison,  before  ECMO 
became  available,  80%  of  neonates 
with  severe  persistent  pulmonary 
hypertension  died.  The  neurode- 
velopmental outcome  was  normal 
in  40%  to  80%  of  survivors. 12'15 
Therefore,  it  appears  that  neonatal 
extracorporeal  support  improves 
survival  without  an  increase  in 
morbidity  in  neonates  with  severe 
persistent  pulmonary  hyperten- 
sion. 

Conclusion 

ECMO  may  be  used  as  a rescue 
therapy  for  neonates  with  severe 
reversible  lung  disease  compli- 
cated by  persistent  pulmonary 
hypertension  of  the  newborn. 
There  are  significant  risks  associ- 
ated with  its  use  and  potential 
long-term  sequelae.  However, 
neonatal  extracorporeal  support 
does  increase  the  chance  for  sur- 
vival in  those  infants  with  a high 
risk  for  mortality  who  are  failing 
conventional  therapy.  This  new 
treatment  modality  also  may  re- 
duce the  risk  for  chronic  lung 
disease  and  neurodevelopmental 
morbidity.  □ 
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■drug  names 


Look-alike  and  sound-alike  drug  names 


ZESTRIL 

ZOSTRIX 

A 

Category: 

Antihypertensive 

Neuralgia 

Brand  name: 

Zestril,  Stuart 

Zostrix,  GenDerm 

Generic  name: 

Lisinopril 

Capsaicin 

Dosage  forms: 

Tablets 

Cream 

EUTHROID 

EUTRON 

Cateogry: 

Thyroid  drug 

Antihypertensive 

Brand  name: 

Euthroid,  Parke-Davis 

Eutron,  Abbott 

Generic  name: 

Liotrix 

(Methylclothiazide-pargyline) 

^^Dosage  forms: 

Tablets 

Tablets 

J 

Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

Look-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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■ cme  quiz 


To  obtain  one  hour  of  Category  I CME  credit,  answer  the  following  questions  by  circling  the  correct  answer  on 
the  answer  sheet  below.  Complete  the  application  form  and  mail  it  to:  Indiana  University  School  of  Medicine, 
CME  Division,  BR  156,  1226  W.  Michigan  St.,  Indianapolis,  IN  46223. 

Neonatal  extracorporeal  membrane  oxygenation 


1.  Which  of  the  following  diseases  are 
amenable  to  ECMO? 

a.  Persistent  pulmonary  hyperten- 
sion 

b.  Congenital  diaphragmatic  hernia 

c.  Hyaline  membrane  disease 

d.  Sepsis 

e.  All  of  the  above 

2.  Which  of  the  following  factors  is 
common  to  meconium  aspiration 
syndrome,  neonatal  sepsis,  con- 
genital diaphragmatic  hernia  and 
respiratory  distress  syndrome  and 
is  most  amenable  to  treatment  with 
ECMO?  Choose  one. 

a.  Primary  surfactant  deficiency 

b.  Pulmonary  hypoplasia 

c.  Pneumonitis 

d.  Persistent  pulmonary  hyperten- 
sion 

3.  Barotrauma  and  oxygen  toxicity 
are  minimized  during  neonatal 
ECMO. 

a.  True 

b.  False 

4.  Which  of  the  following  is  an  inclu- 
sion criterion  for  neonatal  ECMO? 


a.  Birth  weight  less  than  2 kilo- 
grams 

b.  Respiratory  failure  unresponsive 
to  maximal  medical  manage- 
ment 

c.  Bleeding  diathesis 

cl.  Gestational  age  less  than  35 
weeks 

5.  Which  of  the  following  are  exclu- 
sion criteria  for  neonatal  ECMO? 
(May  choose  more  than  one). 

a.  Birth  weight  less  than  2 kilo- 
grams 

b.  Intracranial  hemorrhage 

c.  Congenital  heart  disease 

d Gestational  age  greater  than  or 
equal  to  35  weeks 

e.  Bleeding  diathesis 

6.  The  membrane  oxygenator  pro- 
vides which  functions? 

a.  Hemodialysis 

b.  Oxygen  exchange 

c.  Heparin 

d.  Carbon  dioxide  exchange 

e.  a and  c 

f.  b and  d 

7.  What  are  the  major  risks  associated 


with  neonatal  ECMO? 

a.  Bleeding 

b.  Ligation  of  carotid  artery 

c.  Ligation  of  jugular  vein 

d.  All  of  the  above 

8.  Management  problems  which  are 
frequently  encountered  during  neo- 
natal ECMO  include  (may  choose 
more  than  one). 

a.  Hypertension 

b.  Hyperkalemia 

c.  Hypokalemia 

d.  Seizures 

e.  Infection 

9.  Of  100  neonates  treated  with 
ECMO,  how  many  are  expected  to 
survive? 

a.  50  and  60 

b.  60  and  70 

c.  70  and  80 

d.  80  and  90 

e.  90  and  100 

10.  The  neurodevelopmental  outcome 
is  normal  in  the  majority  of  neo- 
nates treated  with  ECMO. 

a.  True 

b.  False 


Answer  sheet  for  CME  quiz 

I wish  to  apply  for  one  hour  of  Category  1 AM  A Continuing  Medical  Education  credit  through  the  1 U.  School  of 
Medicine.  1 have  read  the  article  and  answered  the  quiz  on  this  answer  sheet.  1 understand  my  answer  sheet  will  be 
graded  confidentially,  at  no  cost  to  me,  and  notification  of  my  successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application  for  the  Physician  Recognition  Award  of  the  American 
Medical  Association.  1 also  understand  that  if  I do  not  answer  80%  of  the  questions  correctly,  1 will  not  be  advised  of 
my  score,  but  the  answers  will  be  published  in  the  next  issue  of  Indiana  medicine. 

Answers 

(circle  one) 

1.  a bed  e 

2.  a b c d 

3.  a b 

4.  abed 

5.  a b c d e 

Name:  (please  print  or  type) 

6.  a b c d e f 

7.  a b c d 

Address: 

8.  a b c d e 

9.  a b c d e 

Identification  number  (found  above  your  name  on  mailing  label)  Signature 

10.  a b 

To  be  eligible  for  this  month's  quiz,  send  your  completed,  signed  application  before  June  10,  1989,  to  the 
address  appearing  at  the  top  of  this  page. 
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Percutaneous 
coronary  atherectomy: 
A preliminary  report 


Cass  A.  Pinkerton,  M.D. 

John  D.  Slack,  M.D. 

William  K.  Nasser,  M.D. 

Diane  Center,  M.N. 

Rodger  P.  Pinto,  Ph.D. 

Karen  Wilson,  L.P.N. 
Indianapolis 

(Coronary  artery  atheroscle- 
rotic obstructive  disease  is  the 
largest  cause  of  death  and  disabil- 
ity in  our  country.  Present  treat- 
ments include  medication  as  well 
as  surgical  and  nonsurgical  (per- 
cutaneous transluminal  coronary 
angioplasty  [PTCA])  myocardial 
revascularization. 

Recently,  percutaneous  coronary 
atherectomy  (PC A)  has  been  pro- 
posed as  a means  of  enlarging  the 
area  of  luminal  compromise  by 
excising  a portion  of  the  athero- 
sclerotic plaque.1  Atherectomy 
has  been  investigated  in  periph- 
eral arteries  and  has  been  proven 
safe  and  effective  for  selected 
stenoses.  Most  exciting  is  a pos- 
sible reduction  in  restenosis  rate.2 

In  this  paper,  we  wish  to  pres- 
ent the  method  and  preliminary 
results  of  PC  A in  our  institution. 

Procedure 

Our  experience  with  PCA  at  St. 
Vincent  Hospital  and  Health  Care 
Center  has  been  with  the  Simpson 
Coronary  AtheroCathIM  (Devices 


for  Vascular  Intervention,  Inc., 
Redwood  City,  Calif.).  This  110 
cm  atherectomy  catheter  is 
equipped  with  a cutter  blade  en- 
closed in  a cylindrical  housing 
with  an  opening  along  one  side. 

A balloon  is  located  opposite 
the  opening  in  the  housing  and  is 
used  to  hold  the  cutter  in  the  de- 
sired position  in  the  coronary 
artery.  The  atherectomy  catheter 
has  one  lumen  for  inflation  of  the 
balloon  and  another  lumen  for  a 
cable,  which  activates  the  cutter 
and  allows  the  rotating  cutting 
blade  to  slide  along  the  opening 
in  the  cylinder,  cutting  and  en- 
trapping the  plaque  that  intruded 
therein  after  balloon  inflation. 

Before  this  procedure,  heart 
catheterization  films  are  reviewed 
to  determine  if  coronary  atherec- 
tomy may  be  indicated.  Lesions 


for  coronary  artery  atherectomy 
must  be  selected  carefully.  Since 
the  housing  is  rigid,  the  atherec- 
tomy catheter  may  not  negotiate 
sharp  vessel  angulations.  After 
informed  consent,  the  patient  is 
taken  to  the  cardiac  catheteriza- 
tion suite.  Local  anesthesia  with 
lidocaine  hydrochloride  and  mild 
sedation  with  a benzodiazepine 
preparation  is  given  intravenously 
to  ensure  patient  comfort.  Rou- 
tine percutaneous  entry  into  the 
femoral  artery  is  performed  and 
an  1 1 French  sheath  is  then  in- 
serted using  the  Seldinger  tech- 
nique. 

Ten  thousand  units  of  heparin 
sodium  are  then  administered 
intra-arterially.  An  8 French 
sheath  is  placed  in  the  femoral 
vein  and  nitroglycerin  16  mg  in 
250  cc  5%  dextrose  water  (D.W)  is 


/ Table 

Results  of  percutaneous  coronary  atherectomy 
Total  stenoses  treated  = 38 

Lesion  location  Number  attempted  Number  successful 

Left  anterior  descending 16 14 

Left  circumflex 5 5 

Right  coronary  artery 6 6 

Saphenous  vein  graphs 1 1 : 10 

Total 38 35 

Success  rate  = 04.7% 
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Figure  1A:  Pre-angioplasty  projection  of  the  left 
coronary  artery. 


Figure  IB:  Atherectomy  cutting  catheterization  at 
work. 


started  at  10  to  20  meg  per  min- 
ute. An  8 French  coronary  artery 
guiding  catheter  is  used  to  con- 
firm the  stenosis  identified  at 
prior  catheterization.  The  atherec- 
tomy catheter  is  then  introduced 
and  advanced  across  the  lesion 
with  fluroscopic  guidance.  The 
balloon  is  inflated  to  secure  place- 
ment of  the  catheter.  Following 
this  maneuver,  the  motor  drive 
for  the  cutting  device  is  activated 
while  the  cutter  is  slowly  ad- 
vanced into  the  housing  trapping 
atheromatous  plaque. 

When  the  cutter  is  fully  ad- 
vanced, the  balloon  is  deflated.  If 
more  cuts  are  necessary  to  correct 
the  stenosis,  the  atherectomy 
catheter  is  repositioned  and  the 
balloon  is  reinflated  to  repeat  the 


procedure.  As  many  as  five  cuts 
per  lesion  can  be  made  before  the 
catheter  should  be  removed  for 
cleaning.  If  necessary,  the  ath- 
erectomy catheter  can  be  rein- 
serted after  the  atheromatous 
plaque  is  removed  from  the  hous- 
ing and  the  procedure  repeated 
until  optimized  blood  flow 
through  the  vessel  has  been  estab- 
lished. (Figures  1A,  IB  and  1C). 

Manual  flushing  of  the  artery  is 
performed  periodically  with  a 
solution  of  1,000  units  heparin 
sodium  in  500  cc  D.W.  If  the 
coronary  artery  is  severely  sten- 
osed,  PTCA  may  be  performed  on 
the  lesion  before  the  atherectomy 
to  facilitate  passage  of  the  atherec- 
tomy catheter  housing  across  the 
lesion.  The  electrocardiogram. 


blood  pressure  and  oxygen  satu- 
ration are  monitored  continuously 
as  is  the  patient  for  chest  pain. 
Like  PTCA,  PCA  can  decrease 
coronary  blood  flow  when  the 
atherectomy  catheter  is  in  place 
across  the  stenosis. 

After  the  procedure,  the  atherec- 
tomy catheter  and  guiding  cathe- 
ters are  removed  with  the  sheaths 
left  in  place.  Atheromatous 
plaque  is  sent  for  histopathologic 
evaluation.  Nitroglycerin  contin- 
ues to  infuse  into  the  venous 
sheath  while  a continuous  heparin 
sodium  flush  system  maintains 
the  patency  of  the  arterial  sheath. 
Sheaths  are  removed  the  morning 
after  the  procedure  and  the  sites 
are  closely  watched  for  hematoma 
and  bleeding.  Discharge  from  the 
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hospital  can  be  as  early  as  the 
afternoon  of  the  day  following  the 
I’CA. 

Results 

The  first  PCA  at  our  center  was 
performed  in  June  1988.  As  of 
November  1988,  we  have  per- 
formed 35  procedures  on  27  men 
( 7791 ) and  eight  women  (23%). 
Ages  range  from  36  to  76  with  a 
mean  age  of  58.  Six  patients 
(17%)  were  older  than  70,  eight 
patients  (23%)  had  left  ventricular 
dysfunction  and  11  (31%)  had 
prior  coronary  artery  bypass. 

The  Table  shows  the  results  of 
PCA  in  our  35  patients  who  had 
38  stenoses  treated  with  PCA. 
Three  patients  had  multilesions 
including  two  with  lesions  of  the 
proximal  and  mid-left  anterior  de- 
scending artery  and  a third  with 
lesions  of  a saphenous  vein  graft. 


One  patient  had  reclosure  after 
PCA  due  to  thrombus  formation 
and  underwent  emergency  coro- 
nary artery  bypass.  The  34  re- 
maining patients  have  been 
followed  + 4 months,  and  three 
(9%)  have  clinical  evidence  of 
restenosis. 

Discussion 

Transluminal  atherectomy  was 
first  performed  at  Sequoia  Hospi- 
tal, Redwood  City,  Calif.  In  1985, 
Simpson  and  associates1  per- 
formed transluminal  atherectomy 
on  70  cadaver  arteries.  Athero- 
sclerotic plaque  was  removed  in 
268  (67%)  of  410  attempts  in  70 
vessels.  Histologic  analysis  com- 
bined with  angiography  revealed 
multiple  passes  significantly  im- 
proved lumen  size,  created  no 
major  intimal  flaps  or  dissections, 
liberated  no  embolic  debris  and 


left  smooth  vessel  margins.  Only 
one  vessel  perforation  was  re- 
ported . 

In  a later  investigation,  Simpson 
and  others4  performed  translumi- 
nal atherectomy  on  26  patients 
with  stenoses  of  the  common  iliac, 
superficial  femoral  artery  or  pop- 
liteal artery.  Mean  percent  sten- 
osis was  reduced  from  79%,  to 
22%.  There  were  no  vascular  per- 
forations, emboli,  significant  dis- 
sections or  acute  occlusions.  Lu- 
minal borders  were  angiographi- 
cally  smoother  after  transluminal 
atherectomy  compared  to  PTCA,  a 
finding  of  possible  significance  as 
smooth  vessel  walls  after  ather- 
oma removal  are  believed  to  re- 
duce risk  of  recurrence." 

By  1988,  investigators  reported 
on  transluminal  atherectomy  for 
61  patients  with  occlusive  periph- 
eral vascular  disease.”  Mean  per- 
cent stenosis  was  reduced  from 
71%,  to  23%.  Complications  re- 
ported included  one  probable  dis- 
tal embolization  without  adverse 
effect,  one  thrombus  formation 
resolved  with  streptokinase  ther- 
apy and  three  lesions,  which 
showed  dissection  with  no  impair- 
ment of  blood  flow.  Simpson  and 
associates  further  noted  that  pa- 
tients with  a residual  stenosis  rate 
below  30%  had  a lower  restenosis 
rate  than  those  patients  with  re- 
sidual stenosis  rates  above  30%, 
concluding  that  a more  complete 
atherectomy  resulted  in  a lower 
restenosis  rate.  For  a more  de- 
tailed review  of  these  studies  see 
Bates,  O'Neill  and  Topol's  review 
on  percutaneous  atherectomy 
catheters.7 

In  1986,  investigators  were  ex- 
panded to  include  percutaneous 
coronary  atherectomy  with  the 
first  procedure  being  performed 
on  cadaver  coronary  segments.8 
By  1988,  removal  of  atheromatous 
plaque  was  completed  success- 


figure  1C:  Post-PCA  left  coronary  angiogram  showing  considerable 
improvement. 
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fully  on  two  patients.4  In  addition 
to  PCA,  one  patient  had  PTCA 
that  reduced  a 95c/<  mid  right 
coronary  artery  stenosis  to  less 
than  20%.  Another  patient  with  a 
5-year  old  saphenous  vein  graft 
had  a PTCA  leaving  a 80%  resid- 
ual stenosis.  Following  PCA,  the 
stenosis  was  significantly  reduced 
to  20%. 

Percutaneous  coronary  atherec- 
tomy, rotational  atherectomy  and 
laser  ablation  are  new  techniques 
for  atheromatous  plaque  removal. 
Early  data  from  multicenter 
trials'"  suggest  that  PCA  has  an 
initial  success  rate  and  similar 
acute  complication  rate  as  PTCA. 
We  are  encouraged  by  our  overall 
success  rate  of  94.7%  for  PCA. 

Clearly,  this  procedure  is  both  a 
useful  and  predictable  therapy  for 
focal  coronary  artery  stenosis. 

The  ultimate  value  of  the  proce- 
dure rests  with  its  promisingly 
low  restenosis  rate  compared  to 
balloon  angioplasty.  □ 


From  Nasser,  Smith  ami  Pinker- 
ton Cardiology,  Inc.,  Indiana  Heart 
Institute  at  St.  Vincent  Hospital  and 
Health  Care  Center,  Indianapolis. 

Correspondence:  Cass  A.  Pinker- 
ton, M.D.,  Nasser,  Smith  & Pinker- 
ton Cardiology,  Inc.,  St.  Vincent 
Professional  Building,  Suite  400, 

8402  Harcourt  Road,  Indianapolis, 

IN  46260. 
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April  CME 
quiz  answers 


The  following  letters  are 
the  answers  to  the  CME 
quiz  that  appeared  in  the 
April  1989  issue:  "A  re- 
view of  infections  in  day- 
care centers." 
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Percutaneous  atherectomy 
of  the  popliteal  artery 


Kent  Overmeyer,  M.S. 

Basil  C.  Genetos,  M.D. 

Marc  E.  Kaminsky,  M.D. 

Michael  J.  Mirro,  M.D. 

Fort  Wayne,  Ind. 

^Jonsurgical  techniques  to 
achieve  peripheral  arterial  revas- 
cularization have  evolved  dra- 
matically during  the  past  two 

decades.1'3 

Initially,  balloon  catheter  dilata- 
tion systems  were  used  to  success- 
fully revascularize  the  peripheral 
vascular  system.  Recently,  limita- 
tions in  this  technique  have 
prompted  the  development  of 
new  methods  to  treat  atheroscle- 
rotic peripheral  vascular  disease. 
Specifically,  thermal  disruption  of 
atherosclerotic  plaque  by  "hot  tip 
laser"  has  been  used  successfully 
to  treat  vascular  disease.  A 
unique  method  of  mechanic  ath- 
erectomy also  has  been  used  to  re- 
vascularize peripheral  extremities 
successfully. 

The  purpose  of  this  report  is  to 
illustrate  the  use  of  the  Simpson 
atherectomy  catheter  in  a patient 
with  an  eccentric  atherosclerotic 
popliteal  arterial  lesion.  This  case 
demonstrates  the  application  of  a 
new  system  in  a patient  with  se- 
vere peripheral  vascular  disease. 

Case  report 

Clinical  history:  A 61 -year-old 
male  diabetic  had  a neurotrophic 
ulcer  of  his  right  great  toe. 
Erythema  and  ulceration  without 
evidence  of  infection  were  noted 


at  the  interphalangeal  joint  of  the 
right  great  toe.  Diminished  femo- 
ral pulses  were  present  bilaterally. 
No  popliteal  or  dorsalis  pedis  or 
posterior  tibial  pulses  were  pal- 
pated in  either  lower  extremity. 

A Doppler  stethoscope  revealed 


audible  pulsation  in  the  pedal 
pulses  bilaterally.  The  patient  had 
a significant  history  of  diffuse 
vascular  disease  and  a history  of 
insulin  dependent  diabetes  melli- 
tus  since  1958.  He  had  a myocar- 
dial infarction  in  1975  and  subse- 
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Figure  2:  Angiogram  of  right  popliteal  artery  after 
atherectomy  (10%  stenosis). 


Figure  3:  Simpson  atherectomy  catheter  (superim- 
posed on  popliteal  angiogram). 


quent  coronary  bypass  surgery  in 
1982.  The  patient  is  presently 
asymptomatic  with  the  exception 
of  his  peripheral  vascular  disease. 

Angiographic  findings:  Lower 
extremity  angiography  revealed 
stenotic  lesions  of  the  left  common 
iliac  and  external  iliac  arteries. 
Both  lesions  were  50%  occlusive. 
The  right  superficial  femoral  ar- 
tery demonstrated  minimal  but 
diffuse  atherosclerotic  disease.  A 
large  eccentric  plaque  causing  an 
85%  stenosis  was  noted  at  the 
right  popliteal  artery  just  above 
the  knee  (Figure  1).  The  right 
anterior  tibial  artery  was  not  pat- 
ent proximally  but  filled  distall v 
via  collateral  circulation.  Atherec- 


tomy was  performed  on  the  pop- 
liteal lesion. 

Procedure:  A right  antegrade 
common  femoral  approach  via  an 
introducing  sheath  was  used  for 
Simpson  atherectomy  catheter 
placement.  The  eccentric  lesion 
was  crossed  without  difficulty. 
After  proper  alignment  of  the 
housing  window,  low  pressure 
balloon  inflation  stabilized  and 
sealed  the  housing  against  the 
plaque  for  each  shaving.  Defla- 
tion and  rotation  of  the  instru- 
ment occurred  only  after  the  cut- 
ter was  fully  advanced  capping 
the  collection  chamber  and  its 
contents.  A series  of  seven  such 
shavings  was  performed  to  in- 


clude the  entire  circumference  of 
the  lumen.  The  catheter  was  re- 
moved and  the  collection  chamber 
emptied  three  times  to  prevent 
chamber  over-filling  and  plaque 
embolization.  Microscopic  exami- 
nation revealed  fragmented  por- 
tions of  fibrotic  atherosclerotic 
plaque  tissue. 

Results:  Following  completion 
of  atherectomy,  the  angiographic 
analysis  revealed  10%  stenosis  of 
the  popliteal  artery  with  excellent 
distal  run-off  (Figure  2). 

Discussion 

The  present  report  demonstrates 
successful  application  of  the 
Simpson  peripheral  atherectomy 
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catheter  system  for  reduction  of  a 
popliteal  arterial  stenosis.  Non- 
surgical  peripheral  revasculariza- 
tion was  attempted  first  in  1964 
by  Dotter  and  Judkins  using  a 
Teflon  coaxial  catheter  system.* 1 
Thrombotic  and  hemorrhagic 
complications  due  to  the  longitu- 
dinally directed  force  necessary 
for  stenosis  dilatation  prompted 
Gruentzig  to  develop  the  balloon 
angioplasty  catheter.2 *'4  The  bal- 
loon catheter  reduced  the  throm- 
botic and  hemorrhagic  complica- 
tions by  directing  the  force  per- 
pendicular to  the  vessel  wall.  The 
complication  rate  for  the  balloon 
system  was  notably  less  than  the 
Dotter-Judkins  system. 

However,  balloon  angioplasty 
requires  the  splitting  of  the  plaque 
material  and  often  the  subsequent 
tearing  of  the  vascular  intima  and 
stretching  of  the  media  to  obtain  a 
satisfactory  result.'  This  disrup- 
tion of  the  vessel  wall  and  expo- 
sure of  subendothelial  microfibrils 
is  believed  to  activate  smooth 
muscle  proliferation  via  platelet- 
derived  growth  factor  and  coagu- 
lation factors. 8 H Subsequent  de- 
velopment of  fibromuscular 
plaque  leads  to  the  restenosis  that 
remains  the  major  limiting  factor 
in  angioplasty  today. 

Restenosis,  failure  and  compli- 
cation rates  with  the  "remodeling" 
techniques  of  angioplasty  are 
highest  for  eccentric  or  calcific 
lesions.12  IS  Therefore,  recent  de- 
velopments in  angioplasty  cathe- 
ter design  have  focused  on  plaque 
destruction  or  removal  rather  than 
remodeling  of  these  lesions.  Ther- 
mal destruction  of  plaque  material 
has  been  successful  and  may  not 
create  an  environment  favorable 
for  restenosis. lh  Another  destruc- 
tive technique,  high  speed  rota- 
tional tip  angioplasty,  mechani- 
cally disintegrates  the  plaque  into 


particles  that  are  not  of  sufficient 
size  to  precipitate  embolic 
events.17  The  removal  approach, 
using  a Simpson  atherectomy 
catheter,  is  depicted  in  this  case 
study. 

The  Simpson  catheter  consists  of 
a fixed  guide  wire  catheter  with 
70  cm  shaft  length  and  #7,  #9  or 
#11  French  diameter.  Proximal  to 
the  5 cm  floppy  fixed  guide  wire 
is  a 4 cm  rigid  housing  containing 
a rotating  cutter  transversing  a 1.5 
cm  window.  Diametrically  op- 
posed to  this  window  is  a 3 cm 
anchoring  balloon  that,  when  in- 
flated, positions  and  stabilizes  the 
window  against  the  plaque  (Figure 
3). 


Subsequent 
development  of 
fibromuscular  plaque 
leads  to  the 
restenosis  that 
remains  the  major 
limiting  factor  in 
angioplasty  today. 


After  positioning  and  stabiliz- 
ing, the  operator  manually  ad- 
vances the  rotating  cutter  within 
its  window,  excising  a 15  mm 
long  swath  of  plaque  material  that 
is  deposited  into  the  reservoir 
distal  to  the  window.  To  lessen 
the  chance  of  embolism,  the  cathe- 
ter is  withdrawn  and  the  plaque  is 
removed  when  the  collection 
chamber  is  nearly  full. 

Advantages  of  this  system  are: 

1)  decreased  vascular  trauma;  2) 

increased  success  in  calcific  and 

eccentric  lesions;  3)  retrieval  of 

excised  plaque  material  for  histol- 
ogic examination;  and  4)  lower 


restenosis  rates  when  compared 
with  balloon  angioplasty.18 

In  summary,  the  development 
and  applications  of  new  devices 
for  percutaneous  atherectomy  will 
substantially  advance  the  ability  to 
revascularize  extremities  in  the 
patient  with  peripheral  vascular 
disease.  The  present  report  high- 
lights the  fundamental  principles 
of  one  of  the  first  atherectomy 
catheter  systems  developed.  □ 

From  Midivest  Cardiovascular  Re- 
search Foundation,  Parkview  Memo- 
rial Hospital  and  Fort  Wayne  Cardiol- 
ogy, Inc.,  all  of  Fort  Wayne,  Ind. 
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Cardiovascular  Research  Foundation, 
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Radiology  Clinic: 


A painless, 
mass  in  a 31 


slow-growing 
-year-old  man 


Catherine  C.  Moran,  M.D. 
Indianapolis 

A 31 -year-old  man  was  exam- 
ined for  evaluation  of  a large, 
hard,  non-tender  mass  of  his  left 
knee.  He  had  noticed  this  pain- 
less mass  gradually  enlarge  dur- 
ing the  past  10  years.  His  pri- 


mary complaint  was  easy  bruising 
of  the  soft  tissues  surrounding  the 
mass.  Past  medical  history  was 
significant  for  excision  of  a large, 
asymptomatic,  bony  mass  of  the 
left  distal  femur  at  the  age  of  13. 
There  was  no  history  of  trauma. 

Physical  examination  revealed  a 
nontender,  fixed,  hard  mass  of  the 
antero-medial  aspect  of  the  distal 


left  thigh  that  measured  approxi- 
mately 20  cm  in  diameter.  There 
was  a well-healed,  antero-medial 
surgical  scar  of  the  distal  left 
thigh.  The  left  knee  exam  was 
normal.  Neurovascular  examina- 
tion of  the  left  lower  extremity 
was  normal.  A radiograph  was 
obtained. 

What  is  your  diagnosis? 


Figure  1:  Antero-posterior  view  of  the  left  knee. 


Figure  2:  Lateral  view  of  the  left  knee. 
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Discussion 

The  radiograph  shows  a soli- 
tary, sessile  osteochondroma  of 
the  left  femoral  metaphysis.  This 
is  an  osteocartilaginous  exostosis 
characterized  radiographically  by 
continuity  of  the  normal  bone 
cortex  and  of  the  osteochondroma 
cortex.  There  also  is  continuity  of 
the  spongiosa  of  the  exostosis  and 
the  normal  bone. 

A solitary  osteochondroma  is 
the  most  common  benign  bone 
tumor.  It  includes  both  a bony 
protuberance  and  a cartilaginous 
cap  that  may  not  be  ossified.  Os- 
teochondromas usually  occur  in 
enchondral  bones,  especially  in 
the  metaphyses  of  long,  tubular 
bones.  They  may  represent  either 
true  neoplasia  or  developmental 
defects  of  physeal  growth.  They 
most  likely  are  congenital  but 
usually  do  not  appear  until  the 
second  or  third  decade  of  life. 
Although  multiple  osteochondro- 
matosis is  known  to  be  hereditary, 
there  is  no  genetic  predisposition 
for  solitary  osteochondromas. 

The  characteristic  clinical  mani- 
festation is  an  asymptomatic, 
slow-growing  mass.  Symptoms 
may  occur  if  the  exostosis  exerts 
pressure  on  contiguous  nerves, 
vessels  or  bursae.  Pain  and  rapid 
growth  may  indicate  malignant 
degeneration.  Enlargement  after 
fusion  of  the  nearest  growth  plate 
also  suggests  malignancy. 

The  most  common  locations  are 
the  distal  metaphysis  of  the  femur 
and  the  proximal  metaphyses  of 
the  humerus,  tibia  and  fibula. 
Thirty  percent  of  cases  are  in  the 
femur,  20%  are  in  the  humerus 
and  17%  are  in  the  tibia.  The 
scapula,  pelvis,  clavicle,  rib  and 
vertebra  are  less  common  sites. 
Nonmetaphyseal  lesions  are  rare. 
Intra-articular  osteochondromas 
are  uncommon,  and  they  most 
likely  are  encountered  in  the  hip 
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and  the  shoulder. 

An  osteochondroma  of  a tubular 
bone  may  be  sessile,  as  in  our 
patient,  or  pedunculated.  In  the 
sessile  form,  there  is  a broad  base 
with  a local  widening  of  the  shaft 
of  the  bone.  In  the  pedunculated 
form,  there  is  a narrow  stalk  with 
a bulbous  osteocartilaginous  cap. 
As  the  lesion  grows,  the  peduncu- 
lated exostosis  may  become  ori- 
ented longitudinally  due  to 
muscle  pull,  giving  the  appear- 
ance of  a "coat  hanger  exostosis." 

The  radiologic  hallmarks  are 
cortical  continuity  and  irregular 
ossification  of  the  cartilaginous 
cap.  Locally,  there  is  lack  of  mod- 
eling of  the  tubular  shaft.  In  an 
en  face  projection,  there  is  a cen- 
tral radiolucency  due  to  the 
greater  mass  of  spongiosa  and  an 
apparent  cortical  defect  at  the 
pedicle  base.  Solitary  osteochon- 
dromas of  the  pelvis  and  scapula 
may  appear  irregular  and  cauli- 
flower-like.  In  flat  bones,  the 
attachment  site  may  not  be  readily 
visualized. 

Malignant  transformation  of  a 
solitary  osteochondroma  to  chon- 
drosarcoma is  rare,  occurring  in 
approximately  1%  of  cases.  Clini- 
cal findings  of  transformation  may 
include  pain,  edema,  soft  tissue 
mass  and  growth  of  the  lesion 
after  puberty.  Radiographic  find- 
ings include  growth  of  a previ- 
ously stable  lesion,  cortical  ero- 
sion, irregular  or  scattered  calcifi- 
cations and  development  of  a soft 
tissue  mass. 

Radiographically,  osteochondro- 
mas are  differentiated  easily  from 
other  osseous  protuberances  such 
as  osteophytes,  heterotopic  ossifi- 
cation and  parosteal  osteosar- 
coma. However,  differentiation 
from  a peripheral  chondrosarcoma 
may  be  difficult.  This  is  especially 
true  if  the  chondrosarcoma  is 
small  and  produces  minimal  ra- 


diographic abnormalities  or  if  the 
osteochondroma  is  large  or  in  an 
atypical  location.  Other  imaging 
techniques,  including  computed 
tomography  and  magnetic  reso- 
nance imaging,  may  have  diag- 
nostic value  in  these  cases.  Com- 
puted tomography  provides  infor- 
mation on  the  type  of  matrix,  the 
pattern  of  calcification,  the  thick- 
ness of  the  cartilaginous  cap  and 
the  relationship  to  normal  bone. 

In  classic  solitary  osteochon- 
droma, management  is  conserva- 
tive. Excision  is  the  treatment  of 
choice  in  symptomatic  patients 
and  in  osteochondromas  that  are 
suspicious  for  malignancy.  The 
overlying  periosteum  should  be 
removed  at  operation  to  decrease 
the  risk  of  recurrence.  This  pa- 
tient was  treated  with  excision, 
and  a one-year  followup  showed 
no  evidence  of  recurrence.  □ 

From  the  Department  of  Radiology 
at  the  Indiana  University  Medical 
Center,  Indianapolis. 

Section  Editor:  Robert  D.  Tarver, 
M.D.,  Director  of  Chest  Imaging, 
Wishard  Memorial  Hospital,  Indian- 
apolis. 
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Adjuvant  medications 
for  cancer  pain 


Wayne  O.  Evans,  Ph.D. 
Indianapolis 

Editors  note:  Tins  is  the  fourth  in 
a series  of  six  articles  on  cancer  pain. 

T he  use  of  adjuvant  medica- 
tions should  be  the  rule  rather 
than  the  exception  in  the  treat- 
ment of  cancer  pain.  These  medi- 
cations are  useful  to  reduce  pain, 
potentiate  narcotics,  adjust  sleep 
patterns  and  aid  in  the  treatment 
of  affective  disorders  that  often 
accompany  illness  due  to  malig- 
nancy. 

Furthermore,  in  some  cases, 
these  medications  can  help  control 
undesirable  side  effects  caused  by 
the  narcotic  analgesics.  Some  are 
useful  as  antiemetic  drugs.  These 
drugs  should  not  be  considered 
narcotic  replacements  but  as  sup- 
plements. 

As  with  all  medications  in  can- 
cer patients,  the  drug  therapies 
must  be  individualized  using  the 
principle  of  upward  titration. 

Start  with  the  lowest  reasonable 
dose  of  the  drug  and  proceed 
upward  until  the  desired  effect  is 
achieved.  Corticosteroids  are  the 
exceptions  to  this  rule. 

Antidepressants 

The  tricyclic  amine  antidepres- 
sants and  maprotiline  have 
proven  to  be  useful  in  adjusting 
the  sleep-wake  cycle  of  patients, 
potentiating  narcotics,  relieving 
pain  and  reducing  anxiety  and 


depression.12  The  other  antide- 
pressants have  not  proven  to  re- 
duce pain.  For  the  serotonin  spar- 
ing antidepressants,  such  as 
doxepin,  maprotiline  and  amitrip- 
tyline, one  begins  with  a dose  of  25 
mg  to  50  mg  for  adults  or  10  mg  to 
25  mg  for  the  elderly  and  children. 

The  dose  is  adjusted  upwardly 
until  an  adequate  night's  sleep  is 
obtained,  and  the  patient  feels 
rested  during  the  day.  At  the  same 
time,  the  patients  must  be  moni- 
tored for  adverse  side  effects  such 
as  excessive  anticholinergic  activi- 
ties. The  sleep  inducing  properties 
should  take  effect  within  the  first 
few  days.  This  effect  can  be  used 
to  adjust  the  dose. 

The  action  on  pain  becomes  ap- 
parent in  approximately  one  to  two 
weeks,  and  the  antidepressant  ef- 
fect becomes  apparent  in  three  to 
six  weeks.  The  antianxiety  proper- 
ties generally  start  at  two  weeks 
and  become  fully  developed  by  six 
weeks. 

The  norepinepherine  and  sero- 
tonin sparing  and  antidepressants, 
such  as  nortriptyline,  desipramine, 
imipramine  and  clomipramine,  can 
provide  increased  energy  for 
people  during  the  daytime.  The 
antidepressants  particularly  have 
been  useful  in  cases  of  neuropathy, 
which  include  deafferentation 
pains,  neuralgias  and  pain  associ- 
ated with  herpetic  or  post  herpetic 
neuralgia.1 

Anticonvulsants 

Another  group  of  drugs  that  has 


been  particularly  useful  for  pain 
of  neurologic  origin  are  the  anti- 
convulsants, phenytoin,  carbamaz- 
epine,  valporic  acid  and  clonaze- 
pam.1'2 The  medication  that  will 
work  in  a given  patient  can  be 
determined  only  empirically. 

Each  must  be  given  at  increasing 
doses  until  an  appropriate  thera- 
peutic blood  level  is  reached.  The 
drug  then  should  be  continued  for 
a two  week  trial.  If  it  is  not  effec- 
tive, discontinue  it  and  proceed 
with  the  next  drug  in  the  series. 

In  general,  the  best  sequence  in 
which  to  try  these  agents  would 
be  carbamazepine,  phenytoin, 
clonazepam  and  valporic  acid. 

Side  effects  of  excessive  sedation, 
blood  dyscrasias  and  other  central 
nervous  system  effects  should  be 
monitored.  The  blood  dyscrasias 
that  are  possible  with  these  medi- 
cations are  perhaps  not  as  impor- 
tant in  a terminally  ill  patient. 

Phenothiazines 

Methotrimeprazine  is  the  only 
phenothiazine  that  has  prominent 
analgesic  activities.4  It  can  pro- 
vide an  alternative  to  narcotics  in 
patients  for  whom  constipation, 
respiratory  depression  or  nausea 
and  vomiting  prohibit  the  use  of 
narcotics.  Fifteen  milligrams 
intramuscular  (IM)  of  methotrime- 
prazine is  equivalent  to  10  mg  IM 
morphine.  It  is  only  available  for 
parenteral  administration.  Signifi- 
cant sedation  generally  follows 
the  use  of  the  drug.  Also,  it  can 
cause  postural  hypotension  and 
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extrapyramidal  symptoms.  How- 
ever, tolerance  to  these  effects  will 
often  develop  over  repeated  ad- 
ministration. It  is  usual  to  give  a 
test  dose  of  5 mg  IM  to  see  the 
effects.  If  that  is  successful,  then 
doses  of  10  mg  to  20  mg  IM  are 
standard. 

Chlorpromazine,  prochlor- 
perazine and  fluphenazine  all 
have  been  useful  adjunct  in  some 
cases  for  patients  being  given  nar- 
cotics.3 Whether  these  drugs  in- 
crease the  analgesia  of  narcotics  is 
subject  to  question  at  this  time. 
There  are  reports  on  both  sides. 
They  are  effective  in  reducing 
agitation  in  those  people  who  are 
excessively  anxious,  and  they  also 
are  effective  as  antiemetics. 

Chlorpromazine  is  generally 
administered  in  doses  of  100  mg 
to  150  mg  a day,  prochlorperazine 
10  mg  orally  a day  and  fluphena- 
zine 1 mg  to  3 mg  a day.  These 
doses  can  be  increased  by  titration 
if  needed.  Excessive  sedation  and 
extrapyramidal  symptoms  may 
limit  the  use  of  these  drugs.  They 
also  have  strong  anticholinergic 
effects  such  as  blurred  vision,  dry 
mouth,  tachycardia,  urinary  reten- 
tion, constipation  and,  rarely,  con- 
vulsions. 

Haloperidol  has  been  used  to 
control  nausea  and  vomiting.3  It 
is  a more  potent  antiemetic  than 
the  phenothiazines  and  can  cause 
fewer  anticholinergic  and  sedative 
effects.  It  is  a first  line  drug  in  the 
management  of  patients  with 
acute  psychosis  and  delirium. 
Generally,  it  is  given  at  0.5  mg  to 
1 mg  orally  two  or  three  times  a 
day.  This  can  be  increased  if 
needed.  Its  effect  on  pain  is  un- 
clear. 

Benzodiazepines 

Anxious  patients  may  benefit 
from  therapy  using  diazepam. 
There  is,  however,  no  evidence 


that  it  has  any  effect  on  pain. 
Short-acting  benzodiazepines  such 
as  triazolam,  can  be  used  to  aid  in 
nighttime  sedation. 

One  of  the  newer  benzodiazepi- 
nes, alprazolam,  may  have  a 
unique  role  in  the  treatment  of 
pain  in  cancer  patients.  First,  at  a 
dose  of  3 mg  to  7 mg  per  day,  it  is 
both  anxiolytic  and  antidepres- 
sant. The  onset  time  of  its  antide- 
pressant action  is  considerably 
shorter  than  for  the  tricyclic 
amines.2 

Furthermore,  it  recently  has 
been  demonstrated  to  be  effective 
for  neuropathic  pain  associated 


with  malignancy.5  It  generally 
should  be  administered  at  a start- 
ing dose  of  1.5  mg  per  day  with 
an  upward  titration  to  a maxi- 
mum of  7 mg.  A strong  physical 
dependence  develops  for  benzodi- 
azepines. Therefore,  if  one  wishes 
to  discontinue  them,  it  must  be  by 
a very  slow  taper.  Generally,  no 
more  than  a reduction  of  10%  to 
15%  every  three  to  five  days  is 
acceptable. 

Antihistamines 

The  antihistamine  hydroxyzine 
can  act  as  a mild  tranquilizer  with 
antihistaminic,  antispasmodic  and 
antiemetic  qualities.3  It  has  been 
shown  at  a dose  of  100  mg  to 
potentiate  narcotics.7  It  provides 
a convenient  way  of  aiding  the 
patient  in  sleeping,  as  well  as 
potentiating  narcotic  analgesia 
through  the  night.  Side  effects 
include  occasional  acute  hyperex- 


citability and  multifocal  my- 
oclonous.  Seizures  are  a rare  side 
effect. 

Stimulants 

Both  amphetamine  and  meth- 
ylphenidate  have  proven  to  poten- 
tiate narcotic  analgesia. 81,10  They 
also  are  effective  in  giving  imme- 
diate relief  to  a depressed  pa- 
tient.11 Oral  doses  of  5 mg  to  10 
mg  in  the  morning  and  at  noon 
can  serve  the  purposes  of  amelio- 
rating depression  and  increasing 
analgesia  while,  at  the  same  time, 
minimizing  sedation  and  mental 
confusion.  Unfortunately,  these 


drugs  tend  to  be  anorexigenic. 

For  example,  these  drugs  could 
be  used  for  a patient  who  is  de- 
pressed, has  continuing  pain,  ex- 
hibits too  much  daytime  sedation 
and  has  difficulty  sleeping  at 
night.  The  patient  could  be  given 
a slow-release  morphine  with  the 
provision  for  rescue  doses  of  im- 
mediate-release morphine.  Also, 
the  patient  would  take  10  mg  of 
amphetamine  in  the  morning  and 
at  noon  and  then  100  mg  of  hy- 
droxyzine at  night  in  order  to 
relieve  the  depression,  potentiate 
the  narcotic  and  aid  the  patient  in 
sleeping. 

Calcitonin 

Calcitonin  is  a peptide  hormone 
that  acts  as  a physiological  an- 
tagonist to  parathyroid  hormone. 
It  reduces  bony  absorption  of 
calcium  and  has  the  opposite  ef- 
fect of  parathyroid  hormone  on 


Anxious  patients  may  benefit  from 
therapy  using  diazepam.  There  is,  however, 
no  evidence  that  it  has  any  effect  on  pain. 
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the  kidney  by  increasing  renal 
calcium  clearance.  Recently,  it  has 
been  effective  in  the  reduction  of 
pain  in  patients  with  bone  metas- 
teses.12'13 Patients  should  receive 
100  international  units  five  times  a 
week  to  obtain  an  effect.  The 
effect  continues  to  develop  over  at 
least  a month.  Its  mechanism  of 
action  is  not  clear  at  this  time.  In 
one  study,  a greater  and  earlier 
analgetic  activity  was  observed 
when  the  dose  was  increased  to 
400  international  units  per  day.14 
A short  report  also  indicates  that 
in  10  patients  with  a persistent  or 
acute  phantom  limb  pain  nine  of 
the  patients  responded  immedi- 
ately to  injections  of  calcitonin.15 
This  report  certainly  offers  an 
interesting  and  exciting  possibil- 
ity. 

Corticosteroids 

Corticosteroids  have  specific 
and  nonspecific  effects  related  to 
the  management  of  malignancy.16 
They  have  the  ability  to  produce 
euphoria,  increase  appetite  and 
contribute  to  the  well-being  of  the 
patient.  The  specific  effects  pre- 
dominantly are  reported  for  pain 
due  to  metasteses  to  the  bone. 
They  reduce  inflammation  and 
edema  and  may  block  the  synthe- 
sis of  arachidonic  acid  from  which 
prostaglandin  is  derived. 

Patients  with  epidural  cord 
compression  also  benefit  from  the 
use  of  these  compounds.  A rea- 
sonable schedule  of  administra- 
tion for  dexamethasone  might  be 
an  initial  dose  of  100  mg.  It  then 
would  be  tapered  to  a 4 mg  to  16 
mg  dose  for  maintenance.  In  this 
case,  the  lowest  dose  of  dexam- 


ethasone that  yields  the  effect  is 
advisable.  Methylprednisolone  at 
a dose  of  16  mg  twice  daily  also 
has  been  effective.17 

Steroid  treatment  often  reduces 
pain  due  to  radiation  therapy. 
Steroid  therapy  also  may  amelio- 
rate pain  from  tumor  infiltration 
of  the  lumbosacral  or  brachial 
plexes.3 

Of  course,  they  do  have  signifi- 
cant potential  risks  associated 
with  their  use  as  fungal  infections, 
gastrointenstinal  ulcers  or  osteo- 
porosis. Furthermore,  their  dis- 
continuance can  lead  to  pseudo- 
rheumatism. □ 
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VERA  CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 
carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 

new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  dae  commemo- 
rative stone  has  suffered  from 
severe  erosion  and  deface- 
ment, the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Service.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physician’s  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carving  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes,  1 want  to  affirm  my  commitment 
to  health  and  medicine  in  America 
Please  accept  my  contribution  for 

Other 

$100 

$50 

$25 

Please  make  checks  payable  to 
AMA  Stone/National  Park  Service 
Mail  your  payment  with  this  form  to 
AMA  Stone/National  Park  Service 
P.O  Box  109016 
Chicago,  Illinois  60610-9016 


City/State/Zip 

All  donations  are  tax  deductible.  All  contributions  will  be  publicly  recognized  in  an 
unveiling  ceremony  for  the  new  stone  when  it  is  fully  restored 
Thank  you  for  your  contribution 
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Cochlear  implants 

Summary  of  NIH  Consensus 
Development  Conference 


Richard  T.  Miyamoto,  M.D. 

Mary  Joe  Osberger,  Ph.D. 
Indianapolis 

(Cochlear  implantation  for  the 
treatment  of  profound  sensorineu- 
ral hearing  loss  has  progressed 
from  a medical  curiosity  to  an 
accepted  medical  procedure. 

More  than  3,000  people  - children 
and  adults  - have  been  implanted 
with  a variety  of  these  devices. 

Although  no  person  has  been 
restored  to  a state  of  normal  hear- 
ing, significant  benefits  have  been 
seen  in  most  patients,  and  spec- 
tacular improvements  have  been 
documented  in  some.  Yet,  contro- 
versy still  exists  regarding  several 
issues  including  candidate  selec- 
tion, single-channel  or  multichan- 
nel device,  suitable  preimplanta- 
tion and  postimplantation  assess- 
ments and  rehabilitation  proce- 
dures. 

Who  is  a suitable  candidate  for 
a cochlear  implant?  Suitable  can- 
didates comprise  a very  small  and 
highly  selected  subset  (less  than 
1%)  of  the  15  million  people  in  the 
United  States  with  a significant 
hearing  impairment.  Indications 
that  favor  a cochlear  implant  are  a 
profound,  bilateral  sensorineural 
hearing  loss  with  aided  thresholds 
greater  than  60  dB  HL  and  0% 
speech  discrimination. 

What  are  the  advantages  and 
the  disadvantages  of  the  different 
types  of  cochlear  implants?  Coch- 
lear implants  are  categorized  by 


whether  the  electrodes  are  in- 
serted into  or  placed  outside  the 
cochlea.  Signals  may  be  transmit- 
ted through  one  channel  (a  single 
channel)  or  several  channels  (a 
multichannel)  and  various  fea- 
tures of  speech  may  be  transmit- 
ted through  the  device.  Current 
evidence  suggests  that  multichan- 
nel intracochlear  stimulation  pro- 
duces superior  speech-recognition 
performance  compared  to  single- 
channel stimulation. 

How  effective  are  cochlear  im- 
plants? A wide  range  of  perform- 
ance has  been  observed.  Most 
patients  perceive  environmental 
sounds  and  improve  their  lip- 
reading  ability.  A few,  about  5%, 
are  able  to  carry  on  normal  con- 
versation without  lip  reading  and 
are  able  to  converse  on  the  tele- 
phone. 

What  are  the  risks  and  limita- 
tions of  cochlear  implantation? 
Surgical  risks  and  complications 
have  been  very  minimal.  Coch- 
lear implants  for  children  are  clas- 
sified by  the  U.S.  Food  and  Drug 
Administration  as  investigational, 
although  in  September  1988  the 
ENT  Devices  Panel  recommended 
pre-market  approval  of  the  3M/ 
House  device  for  use  in  children. 

A minimal  age  limit  of  2 years  has 
been  set  for  children  for  anatomic 
and  neurodevelop-mental  reasons. 

What  are  the  important  direc- 
tions for  future  research?  More 
research  is  needed  to  define  ap- 
propriate patient  populations  such 
as  the  prelingually  deafened 


adults,  visually  impaired,  learn- 
ing-disabled and  retarded.  Much 
work  is  yet  to  be  accomplished  in 
the  area  of  cochlear  implants  in 
children.  Standardized  tests  for 
performance  assessment  need  to 
be  developed,  and  aural  rehabili- 
tation procedures  need  further  re- 
finement. 

Conclusion 

The  cochlear  implant  is  an  im- 
portant step  in  understanding, 
preventing  and  treating  hearing 
impairment  and  associated  lan- 
guage disorders.  It  appears  that 
multichannel  implants  may  have 
superior  features  in  adults  as  com- 
pared to  single-channel  implants. 

Copies  of  the  NIH  consensus 
statement  on  cochlear  implants 
may  be  obtained  by  writing  the 
U.S.  Department  of  Health  and 
Human  Services,  Public  Health 
Service,  Office  of  Medical  Appli- 
cations of  Research,  Building  1, 
Room  216,  Bethesda,  MD  20892.  □ 

Dr.  Miyamoto,  professor  ami  chair- 
man, and  Dr.  Osberger,  associate 
professor  of  audiology,  are  faculty 
members  of  the  Indiana  University 
School  of  Medicine,  Department  of 
Otolaryngology-Head  and  Neck  Sur- 
gery, and  were  invited  guest  speakers 
at  the  May  19S8  NIH  Consensus 
Conference  that  generated  this  report. 


Correspondence  and  reprints: 
Richard  T.  Miyamoto,  M.D.,  Riley 
Hospital,  Suite  A-56,  702  Barnhill 
Drive,  Indianapolis,  IN  46223. 
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A complete  list 

Indianapolis 
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1 M(M8fO  fDIC 


*The  Lynch  Survey  Selected  List  of  Banks  by  Walter  A.  Lynch,  published  by  Lynch-Bowes,  Inc  , Copyright  1988 


Marketing  your  practice: 
How  to  get  started 


Myra  J.  Borshoff,  APR 
Indianapolis 

Editor's  note:  This  is  the  first  in  a 
monthly  series  of  three  articles  about 
marketing  for  physicians. 

Iuiysicians  are  bombarded 
from  all  fronts  these  days  with  in- 
formation about  marketing. 

Books,  seminars,  newsletters  and 
consultants  reach  to  busy  physi- 
cians with  urgent  pleas  of  "read 
me,"  "attend  this"  and  "listen  to 
me." 

With  the  overload  of  marketing 
information  and,  unfortunately  at 
times,  misinformation,  it's  under- 
standable that  many  physicians 
delay  making  mar- 
keting commit- 
ments. The  rea- 
sons most  often 
cited  by  solo  prac- 
titioners and  small 
groups  who  have 
not  yet  engaged  in 
marketing  activi- 
ties include: 

•"Marketing  is 
distasteful;  it's  inappropriate." 

•"I  already  do  'marketing'  with 
a newsletter." 

•"I  don't  understand  market- 
ing." 

Physicians  who  have  felt  or  said 
any  of  these  statements  should  be 
alerted  that  they  are  headed  for 
potential  trouble.  Physicians  are 
not  immune  from  the  dynamics  of 
today's  American  marketplace: 
Consumers  have  choices. 

A closer  examination  of  those 
excuses,  which  most  often  act  as 
barriers  to  marketing  activities, 
provides  the  opportunity  to  pres- 
ent medical  marketing  in  a con- 


temporary and  beneficial  context. 

"Marketing  is  distasteful;  it's 
inappropriate" 

Yes,  marketing  activities  some- 
times are  presented  in  a less-than- 
tasteful  manner.  That  doesn't 
mean  marketing  must  be  ostenta- 
tious or  exceedingly  solicitous. 
Marketing  strategies  based  on 
solid  research  and  implemented 
with  discretion  are  completely 
feasible.  Solid  research,  careful 
planning  and  professional  im- 
plementation and  evaluation  en- 
sure that  the  visible  marketing 
components  are  properly  in  tune 
with  the  intended  audience. 

Some  physicians  feel  the  con- 
cept of  marketing  their  profes- 


sional services  in  itself  is  distaste- 
ful and  the  medical  world  is  on  a 
level  above  and  independent  of 
other  consumer  products  and 
services.  Those  who  believe  that 
are  generally  unwilling  to  recog- 
nize that  consumer  trends  do  af- 
fect the  practice  of  medicine  - a 
phenomena  that  should  not  be 
ignored  in  the  1990s. 

Not  many  years  ago,  profession- 
als could  rely  on  their  reputations 
and  good  work  to  secure  and 
continue  a steady  stream  of  pa- 
tients or  clients.  That  approach 
may  not  always  be  effective  to- 
day. Now,  many  attorneys,  ac- 


countants, architects,  engineers, 
doctors,  dentists  and  other  profes- 
sionals must  undertake  extensive 
marketing  to  build  and  maintain 
successful  practices. 

The  only  thing  constant  about 
the  past  decade  in  medicine  is 
there  has  been  little  consistency. 
Uncertainty  is  the  name  of  the 
game.  Dramatic  changes  in  the 
health  care  industry  are  under- 
way. The  health  care  pie  is  being 
divided  among  many  hungry 
service  providers.  The  private 
practice  physician  must  compete 
to  maintain  his  or  her  share  and  a 
good  way  to  accomplish  this  is 
through  effective  marketing. 

"I  already  do  marketing  - 
through  a 
newsletter" 

Too  com- 
monly, physi- 
cians mistake  a 
component  mar- 
keting activity, 
such  as  produc- 
ing a newsletter, 
as  the  total  of 
the  marketing 
experience.  Marketing  is  not  just 
a newsletter,  an  advertisement  or 
a brochure.  Those  pieces  of  paper 
are  the  tangible  results  of  market- 
ing. 

Marketing  is  a process. 

The  process  starts  with  an  as- 
sessment of  the  marketplace  - 
what  the  consumer,  in  this  case 
the  patient,  wants  and/or  needs. 
Pertinent  market  research  is  the 
absolute  first  step  in  any  market- 
ing program. 

Too  often,  in  today's  sophisti- 
cated business  environment,  the 
art  and  science  of  marketing  is 
elevated  to  an  unrealistic  level  of 


Solid  research,  careful  planning  and 
professional  implementation  and  evaluation 
ensure  that  the  visible  marketing  components 
are  properly  in  tune  with  the  intended  audience. 
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complexity.  In  reality,  marketing 
is  essentially  based  on  several 
common  sense  principles:  1)  de- 
termine a consumer  need;  2)  pro- 
duce a product  or  service  that 
adequately  meets  the  identified 
need;  and  3)  communicate  the 
availability  of  the  product  or  serv- 
ice to  those  who  need  it. 

The  marketing  process  can  get 
bogged  down  on  any  of  the  three 
levels,  but  most  frequently,  the 
jam  occurs  in  the  determination  of 
the  consumer  need  (i.e.,  research). 

"I  don't  understand  marketing" 

Marketing  does  not  need  to  be  a 
complicated  undertaking.  Since 
marketing  is  a process,  it  should 
be  tackled  step-by-step.  Taken 
one  phase  at  a time  and  coupled 
with  comprehensive  documenta- 
tion, the  marketing  process  is 
within  the  grasp  of  even  the  busi- 
est physician. 

The  first  step  is  market  research. 
Market  research  is  a careful  look 
at  both  your  internal  operation 
and  your  external  situation. 

Internal  assessment:  To  put  the 
future  of  your  practice  in  proper 
perspective,  the  first  chunk  of 
research  must  be  with  you,  the 
physician.  Questions  to  be  an- 
swered include: 

• How  much  more/ less  time 
am  I willing  to  devote  to  my  prac- 
tice? 

• What  level  of  financial  return 
do  I expect  from  my  practice  in 
five  years?  In  10  years? 

• What  are  my  professional 
goals?  (Examples  might  include 
teaching,  participating  in  profes- 
sional organizations  or  continuing 
my  medical  education.) 

The  internal  assessment  also 
must  include  the  goals  of  the 
practice,  whether  the  practice 
includes  one  or  a group  of  doc- 
tors. 

Practice  goals  must  be  deter- 


mined by  asking  questions  such 
as: 

• Is  the  image  of  the  practice 
appropriate? 

• Is  the  current  mix  of  patients 
correct? 

• What  is  the  relationship  of  the 
practice  with  referring  physicians, 
hospitals,  etc.? 

Other  important  elements  of  the 
internal  assessment  include: 

• A patient  survey,  either  com- 
prehensive or  random  selection; 

• Evaluation  of  your  physical 
plant  or  office  environment; 

• Objective  analysis  of  your 
medical  staff,  including  their 
knowledge,  attitude  and  relation- 
ship with  patients; 

• Review  of  your  services/ prof- 
itability study.  (What  are  you 
doing  that's  profitable  or  not  prof- 
itable? What  services  are  declin- 
ing in  importance?  Are  patients 
aware  of  all  of  your  services?); 
and 

• Are  your  services  priced  ap- 
propriately? 

The  total  of  your  internal  assess- 
ment is  your  practice  profile, 
which  is  an  objective  and  statisti- 
cally based  list  of  your  practice's 
internal  strengths  and  weaknesses. 
Although  a complete  and  candid 
practice  profile  does  not  always 
produce  the  statements  you  want 
to  see,  there  is  some  consolation 
in  that  you  usually  have  a consid- 
erable measure  of  control  over 
internal  matters. 

External  assessment:  The  next 
step  in  the  marketing  process  is  to 
match  your  practice  profile  with 
the  opportunities  presented  to 
your  practice  externally.  To  re- 
search these  opportunities,  care- 
fully examine  the  following: 

• Competition,  including  other 
physicians  in  the  same  specialty, 
nonphysician  providers  of  health 
services  or  alternative  care  provid- 
ers; 


• Demographics  of  the  commu- 
nity; 

• Economic  trends  of  the  com- 
munity; 

• Changes  in  your  specialty  that 
will  impact  the  type  of  services 
you  can  provide;  and 

• Governmental  involvement 
(present  and  future)  in  your  spe- 
cialty. 

Investigating  these  and  other 
external  research  sources  will  give 
you  an  objective  summary  of  the 
feasible  opportunities  for  your 
practice. 

The  matching  process  of  prac- 
tice profile  (internal  assessment) 
with  the  practice  opportunities 
(external  assessment)  combines 
easily  in  practice  objectives.  The 
practice  objectives  reflect  your 
abilities  to  respond  to  the  market- 
place. These  objectives  are  not 
necessarily  many  in  number.  Of- 
ten, the  objective  of  a practice  can 
be  accurately  stated  in  one  para- 
graph. Here's  an  example. 

Practice  objective:  "To  streamline 
the  daily  operations  of  the  prac- 
tice, providing  physicians  addi- 
tional opportunities  to  perform 
specialty  work  in  ophthalmology, 
and  then  selectively  promoting 
that  specialty  service  to  referring 
physicians  on  the  north  and 
northwest  sections  of  the  city." 

Not  surprisingly,  the  practice 
objective(s)  that  is  eventually  de- 
termined sometimes  could  have 
been  ventured  before  research 
activities.  However,  the  research 
is  essential  to  support  assump- 
tions, provide  useful  data,  focus 
energies  and  formalize  opinions. 

In  other  words,  without  the  re- 
search and  resulting  conclusions, 
action  in  the  right  direction  is 
seldom  initiated. 

All  the  appropriate  and  careful 
research  in  the  world  is  worthless 
without  documentation  and  or- 
ganization; that's  where  the  mar- 
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keting  plan  comes  in.  That  phrase 
- marketing  plan  - conjures  up 
more  fear  and/or  disinterest  than 
even  the  subject  of  marketing  in 
general. 

A marketing  plan  is  simply 
your  marketing  planning  process 
written  down  so  it  can  guide  you, 
encourage  you  and  provide  you 
with  a mechanism  to  check  your 
progress. 

By  providing  the  opportunity  to 
organize  your  thoughts  and  mobi- 
lize your  resources,  the  marketing 
plan  can  be  short,  simple  and  to- 
the-point.  Whether  it  is  20  pages 
or  two,  the  important  thing  is  to, 
as  the  Nike  ad  says,  "Just  do  it!" 

To  summarize,  here's  how  you 
get  off  ground  zero  and  start  mar- 
keting your  practice:  Dseta 
timetable  for  the  marketing  plan- 
ning process  and  outline  on  paper 
each  step  to  be  undertaken;  2) 


assess  your  internal  operation, 
looking  for  weaknesses  and 
strengths.  This  step  will  give  you 
a realistic  practice  profile;  3)  as- 
sess the  external  environment 
your  practice  is  operating  in  today 
and  tomorrow  to  determine  your 
practice  opportunities;  and  4) 
match  your  practice  profile 
against  your  practice  opportuni- 
ties to  define  your  practice  objec- 
tives. 

The  difficult  part  is  over  if 
you've  made  it  this  far.  Now  you 
know  what  has  to  be  achieved  for 
your  practice  to  continue  success- 
fully. 

The  activities  and  communica- 
tion tools  necessary  to  execute 
your  practice's  marketing  objec- 
tives will  be  covered  in  detail  in 
part  two  of  this  series. 

While  undertaking  any  aspect  of 
marketing,  from  planning  through 


the  execution  of  specific  activities, 
physicians  should  be  reminded  of 
the  seven  deadly  sins  of  medical 
marketing:  1)  failing  to  formalize 
your  marketing  effort;  2)  equating 
marketing  with  advertising;  3) 
using  follow-the-leader  marketing; 
4)  emphasizing  graphics  over 
content  in  written  materials;  5) 
failing  to  balance  the  marketing 
effort  with  concentration  in  just 
newsletters  or  advertising;  6)  fail- 
ing to  make  the  marketing  effort 
accountable;  and  7)  failing  to  sup- 
port the  marketing  effort  with 
fresh  perspectives.  □ 

The  author  is  president  of  Borshoff 
& Co.  Inc.,  a public  relations  and 
marketing  communications  firm  in 
Indianapolis.  Her  firm's  specialty 
services  include  professional  services 
marketing. 
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HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


CARDIZEMSR 


(diltiazem  HCft  S SB? 
For  hypertension 


Controls  blood  pressure2  6 
Maintains  well-being2  6 
Helps  prevent  end-organ  complications7  8 
Helps  reduce  cardiovascular  risks2  5 9 


0930A9 


Please  see  brief  summary  of  prescribing  information  on  next  page. 


Starting  Dosage: 


CordlzemSR 


90  mg 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

“Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CAROIZEM  SR 
(diltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second 
or  third-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission 
WARNINGS 

1 Cardiac  Conduction  CARDIZEM  prolongs  AV  node  retractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  eflect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2 1 1 1 patients  or  0 43%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion A patient  with  Prinzmetal’s  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure  Although  diltiazem  has  a negative  inotropic  eflect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt)  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (election  fraction 
24%  ± 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta  blockers  in 
patients  with  impaired  ventricular  function  is  limited  Caution  should  be 
exercised  when  using  this  combination 

3 Hypotension  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment  In  rare  in- 
stances, significant  elevations  m enzymes  such  as  alkaline  phosphatase, 
LDH,  SGOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  injury 
have  been  noted  These  reactions  tended  to  occur  early  after  therapy  initiation 
( 1 to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some  (See  PRECAUTIONS ) 

PRECAUTIONS 

General  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter 
vals  The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes,  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction  (See  WARNINGS ) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  m prolonging 
AV  conduction  when  using  beta  blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS ) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  in  the  competitive 
inhibition  of  metabolism  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment . 


(diltiazem  HCI)  capsuled release 

For  hypertension 

EFFECTIVE  MONOTHERAPY^ 
WITH  HIGH 
PATIENT  ACCEPTANCE 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels 
Beta-blockers  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailability  of  propranolol  was  increased  approximately  50% 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted  (See  WARNINGS ) 
Cimetidine  A study  m six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1 - week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day 
Ranitidine  produced  smaller,  nonsignificant  increases  The  effect  may  be  me- 
diated by  cimetidme  s known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine An  adjustment  in  the  diltiazem  dose  may  be  warranted 
Digitalis  Administration  of  CARDIZEM  with  digoxm  in  24  healthy  male  sub- 
jects increased  plasma  digoxm  concentrations  approximately  20%  Another 
investigator  found  no  increase  in  digoxm  levels  in  12  patients  with  coronary 
artery  disease  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under  digitalization  (See  WARNINGS ) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  A 24-month  study  in 
rats  and  a 21  -month  study  in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  m in  vitro  bacterial  tests  No  intrinsic  effect  on 
fertility  was  observed  in  rats 

Pregnancy  Category  C Reproduction  studies  have  been  conducted  m mice, 
rats,  and  rabbits  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  m 
embryo  and  fetal  lethality  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant  women,  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus 

Nursing  Mothers  Diltiazem  is  excreted  in  human  milk  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels  If  use  of 
CARDIZEM  is  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies 
The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market 
mg  The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  comparison  Less  common  events  are  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%).  and  1 AV 
block  (3%)  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (le,  greater  than  1%)  edema  (5  4%),  headache 
(4  5%),  dizziness  (3  4%),  asthenia  (2  8%),  first  degree  AV  block  (1  8%).  flushing 
(1  7%).  nausea  (1  6%),  bradycardia  (1  5%),  and  rash  (1  5%) 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 
N=21l 
# pts  (%) 

headache 

38(12%) 

17  (8%) 

AV  block  first  degree 

24  (7  6%) 

4 (1  9%) 

dimness 

22  (7%) 

6 (2  8%) 

edema 

19  (6%) 

2 (0  9%) 

bradycardia 

19(6%) 

3 (1  4%) 

ECG  abnormality 

13  (4  1%) 

3 (1  4%) 

asthenia 

10  (3.2%) 

1 (0  5%) 

constipation 

5 (1  6%) 

2 (0  9%) 

dyspepsia 

4(1.3%) 

1 (0  5%) 

nausea 

4(1.3%) 

2 (0  9%) 

palpitations 

4(13%) 

2 (0  9%) 

polyuria 

4 (1  3%) 

2 (0  9%) 

somnolence 

4 (1  3%) 

alk  phos  increase 

3 (1%) 

1 (0  5%) 

hypotension 

3 (1%) 

1 (0  5%) 

insomnia 

3 (1%) 

1 (0  5%) 

rash 

3 (1%) 

1 (0  5%) 

AV  block  second  degree 

2 (0  6%) 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials  In  many  cases,  the  relation  to  drug  is 
uncertain 

Cardiovascular  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness. paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams 

Gastrointestinal  Anorexia,  diarrhea,  dysgeusia.  mild  elevations  of  SGOT,  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst 

Dermatological  Petechiae,  pruritus,  photosensitivity,  urticaria 
Other  Amblyopia,  CPK  increase,  dyspnea,  epistaxis,  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  nocturia, 
osteoarticular  pain,  impotence,  dry  mouth 
The  following  postmarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established 
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Peer  review  proceedings 


Robert  W.  Strohmeyer  jr.,  J.D. 
Indianapolis 

In  an  effort  to  further  improve 
the  quality  of  medical  care  in  In- 
diana and  to  reduce  the  number 
of  medical  malpractice  claims 
filed,  many  hospitals  and  other 
health  care  providers  now  com- 
monly use  peer  review  commit- 
tees for  the  evaluation  of  patient 
care.  These  committees  may  be 
standing  committees  formed  to 
evaluate  patient  care  on  a continu- 
ing basis  or  committees  formed 
only  as  needed.  The  responsibili- 
ties of  these  committees  may  vary 
but  generally  include  the  evalu- 
ation of  qualifications  of  profes- 
sional health  care  providers,  pa- 
tient care  rendered  by  profes- 
sional health  care  providers  and 
the  merits  of  a complaint  filed 
against  a professional  health  care 
provider.  These  committees  are 
authorized  and  encouraged  under 
both  state  and  federal  laws.' 

A peer  review  committee  must 
meet  certain  criteria  if  the  commit- 
tee is  to  be  afforded  the  broad 
protections  of  state  and  federal 
laws.  Generally,  the  committee 
must  be  organized  for  the  purpose 
of  improving  patient  care.  The 
committee  must  be  organized  by  a 
professional  health  care  organiza- 
tion such  as  a group  of  physi- 
cians, the  professional  staff  of  a 
hospital  or  health  care  facility  or 
the  governing  board  of  a hospital 
or  professional  health  care  organi- 
zation. Medical  review  panels 
formed  to  review  medical  mal- 
practice claims  under  the  Indiana 
Medical  Malpractice  Act  do  not 
constitute  peer  review  commit- 
tees.2 Although  a group  of  physi- 


cians in  private  practice  could 
organize  a peer  review  committee 
to  evaluate  patient  care,  most  peer 
review  committees  are  organized 
by  hospitals  to  review  the  qualifi- 
cations of  the  professional  staff  or 
the  merits  of  a complaint  filed 
against  a member  of  the  staff. 

Peer  review  committees  organ- 
ized by  hospitals  generally  in- 
clude physicians  admitted  to  the 
staff  of  the  hospital.  As  will  be 
discussed  later  in  this  article,  par- 
ticipants in  peer  review  proceed- 
ings are  given  immunity  from 
liability.  This  protection  covers 
not  only  the  members  of  the  peer 
review  committee  but  all  person- 
nel involved  with  the  peer  review 
committee,  including  the  commit- 
tee's employees,  representatives, 
agents,  attorneys,  investigators, 
assistants,  clerks,  staff  and  other 
people  or  organizations  who  serve 
the  peer  review  committee  in  any 
capacity.2 


A peer  review 
committee  must  meet 
certain  criteria  if  the 
committee  is  to  be 
afforded  the  broad 
protections  of  state 
and  federal  laws. 


The  peer  review  committee  is 
responsible  for  collecting  any  in- 
formation the  committee  believes 
will  be  helpful  in  evaluating  the 
patient  care  in  question.  This 
could  include  hospital  and  medi- 
cal records,  reports  of  investiga- 
tions, employment  and  personnel 


files,  statements  of  physicians  and 
nurses  and  the  specific  charge 
made  by  a patient.  Committee 
meetings  generally  are  informal 
although  a chairman  usually  is 
selected  to  oversee  the  proceed- 
ings. A committee  member  or 
another  individual  may  act  as 
secretary  for  the  purpose  of  taking 
notes.  An  attorney  generally  is 
retained  to  advise  the  committee. 
Although  the  committee  proceed- 
ings generally  are  considered  con- 
fidential, the  governing  board  of 
the  hospital  or  professional  health 
care  organization  may  disclose  the 
final  action  taken  regarding  a 
professional  health  care  provider 
without  violating  the  confidential- 
ity provisions  discussed  below.4 

Immunity  for  committee 

It  is  expected  that  peer  review 
committees  will  conduct  their 
proceedings  in  good  faith  and 
objectively,  keeping  in  mind  the 
committee's  primary  purpose  of 
improving  patient  care.  There- 
fore, personnel  of  a peer  review 
committee  are  granted  immunity 
from  liability  for  any  acts  or  state- 
ments made  in  the  confines  of  a 
peer  review  committee  as  long  as 
they  are  made  in  good  faith  re- 
garding the  evaluation  of  patient 
care.2 

Good  faith  requires  that  any  act 
be  taken  or  any  statement  be 
made  without  malice  after  a rea- 
sonable effort  has  been  made  to 
obtain  the  facts  of  the  matter. 

Good  faith  further  requires  the 
acts  be  taken  and  the  statements 
made  in  the  reasonable  belief  they 
are  warranted  by  the  facts  known. 
The  acts  of  the  personnel  of  a peer 
review  committee  are  presumed 
to  be  taken  in  good  faith,  and  any 
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person  who  alleges  he  or  she  has 
been  damaged  by  the  acts  or 
statements  of  the  committee  must 
prove  the  acts  were  done  and  the 
statements  made  with  malice.6 

The  personnel  of  a peer  review 
committee  are  not  the  only  ones 
immune  from  liability.  Individu- 
als who  in  good  faith  furnish  rec- 
ords, information  or  assistance  to 
a peer  review  committee  are  im- 
mune from  any  civil  action  arising 
from  the  furnishing  of  the  records, 
information  or  assistance  unless 
the  individuals  knowingly  furnish 
false  records  or  information.7 

Although  the  statute  provides 
immunity  to  the  people  listed 
above,  this  does  not  necessarily 
protect  these  individuals  from 
being  sued  in  the  first  instance. 
However,  the  immunity  provi- 
sions of  the  statute  are  clear,  and 
any  individual  who  decides  to  sue 
the  personnel  of  a peer  review 
committee  in  light  of  this  statute 
most  likely  will  have  the  lawsuit 
dismissed  and  be  obligated  to  pay 
the  attorneys'  fees  and  costs  in- 
curred by  the  wrongfully  sued 
party. 

Confidential  proceedings 

As  the  title  implies,  peer  review 
is  intended  to  be  an  informal  re- 
view of  a professional's  conduct 
by  other  professionals  in  the  same 
field  with  an  eye  toward  policing 
the  profession.  Effective  peer 
review  can  be  accomplished  only 
when  those  participating  can  rest 
in  the  assurance  that  any  state- 
ments they  might  make  about  the 
conduct  of  a fellow  professional 
will  be  held  in  confidence.  By 
statute,  all  proceedings  of  a peer 
review  committee  are  considered 
confidential,  and  all  communica- 
tions to  a peer  review  committee 
are  considered  privileged  commu- 
nications entitled  to  protection.6 


Neither  the  personnel  of  a peer 
review  committee  nor  any  partici- 
pant in  the  proceedings  of  a peer 
review  committee  are  permitted  to 
reveal  the  content  of  any  commu- 
nications to  or  the  records  or  de- 
terminations of  a peer  review 
committee. 

As  discussed  above,  the  govern- 
ing board  of  a hospital  or  profes- 
sional health  care  organization 
may  disclose  the  final  action  taken 
regarding  a professional  health 
care  provider  without  violating 
this  privilege.  Even  individuals 
who  simply  attend  a peer  review 
committee  proceeding  without 
any  substantive  involvement  are 
not  permitted  and  cannot  be  re- 
quired to  disclose  any  information 
acquired  in  connection  with  or  in 


the  course  of  the  proceeding.9 

As  a result  of  the  privilege  asso- 
ciated with  the  proceedings  of  a 
peer  review  committee,  the  rec- 
ords and  determinations  of  and 
communications  to  a peer  review 
committee  are  not  subject  to  sub- 
poena or  discovery  or  admissible 
in  evidence,  in  any  judicial  or  ad- 
ministrative proceeding,  including 
any  proceeding  under  the  Indiana 
Medical  Malpractice  Act,  unless 
the  privilege  is  waived.10  This 
means  that  although  a witness 
might  be  called  to  testify  in  a judi- 
cial or  administrative  proceeding 
about  the  facts  pertaining  to  the 
treatment  of  a given  patient,  the 
witness  who  has  in  any  capacity 
served  a peer  review  committee 


cannot  be  questioned  about  his  or 
her  testimony  to  the  committee, 
proceedings  of  the  committee  or 
about  opinions  formed  as  a result 
of  the  committee  proceedings. 

The  proceedings  of  a peer  review 
committee  are  protected,  but  the 
underlying  facts  that  may  have 
resulted  in  the  need  for  a peer 
review  committee  still  are  discov- 
erable and  admissible  in  evidence. 

The  peer  review  committee  may 
waive  this  privilege,  which  then 
makes  the  records  of  and  commu- 
nications to  the  peer  review  com- 
mittee subject  to  disclosure.  Any 
waiver  of  the  privilege  must  be  in 
writing  and  executed  on  behalf  of 
the  peer  review  committee  by  its 
chairman,  vice-chairman  or  secre- 
tary.11 Peer  review  committees 


sometimes  waive  the  privilege  at 
the  request  of  the  physician  who 
has  been  investigated  by  the  com- 
mittee so  the  physician  can  use 
the  peer  review  committee  pro- 
ceedings in  the  defense  in  a mal- 
practice action  or  in  proceedings 
before  a medical  licensing  board. 

A peer  review  committee  formed 
by  a hospital  may  waive  the  privi- 
lege if  the  hospital  desires  to  use 
the  findings  of  its  peer  review 
committee  for  accreditation  pur- 
poses. A hospital  may  use  infor- 
mation obtained  by  a peer  review 
committee  for  legitimate,  internal 
business  purposes  without  waiv- 
ing the  privilege.12 

The  personnel  of  a peer  review 
committee  should  take  note  that 


...  peer  review  is  intended  to  be  on 
informal  review  of  a professional’s  conduct 
by  other  professionals  in  the  same  field 
with  an  eye  toward  policing  the  profession. 
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the  immunity  from  civil  liability 
discussed  above  does  not  extend 
to  any  person  who  violates  the 
confidentiality  requirements.13 
Thus,  personnel  of  a peer  review 
committee  should  take  special 
care  not  to  discuss  peer  review 
proceedings,  including  the  iden- 
tity of  individuals  subject  to  re- 
view, to  ensure  they  are  afforded 
the  protection  from  civil  liability. 

Rights  of  health  care  providers 
under  review 

Peer  review  committees  often 
are  formed  to  evaluate  the  qualifi- 
cations of  professional  health  care 
providers,  including  physicians, 
psychologists  and  nurses.  Any 
professional  health  care  provider 
under  investigation  is  permitted 
at  any  time  to  see  records  accu- 
mulated by  a peer  review  commit- 
tee pertaining  to  the  health  care 
provider's  personal  practice. 

Also,  the  health  care  provider 
must  be  offered  the  opportunity 
to  appear  before  the  peer  review 
committee  with  adequate  repre- 
sentation to  hear  all  charges  and 
findings  concerning  his  or  her 
practice  and  to  offer  rebuttal  in- 
formation.14 

Governing  boards  of  hospitals 
generally  are  required  to  report  to 
the  medical  licensing  board  the 
results  and  circumstances  of  any 
adverse  disciplinary  action  taken 
regarding  a physician  on  the 
medical  staff  or  an  applicant  for 
the  medical  staff  if  the  action  re- 
sults in  voluntary  or  involuntary 
resignation,  termination,  nonap- 
pointment, revocation  or  a signifi- 
cant reduction  of  clinical  privi- 
leges or  staff  membership.15 

If  the  investigation  by  a hospital 
peer  review  committee  could  re- 


sult in  a report  to  the  medical 
licensing  board  or  the  appropriate 
state  board  of  registration  and 
licensure  for  other  health  care 
providers,  the  health  care  pro- 
vider is  entitled  to  only  eviden- 
tiary hearing  before  the  peer  re- 
view committee  of  the  medical 
staff.16  The  health  care  provider 
also  is  entitled  to  one  additional 
hearing  on  appeal  before  the  gov- 
erning board  of  the  hospital.16 
The  right  to  a hearing  and  appeal 
in  cases  regarding  care  provided 
in  hospitals  is  confined  to  only 
those  health  care  providers  who 
are  granted  or  who  have  applied 
for  privileges  as  independent 
practitioners.17  The  right  to  a 
hearing  and  appeal  is  not  appli- 
cable to  health  care  providers  who 
are  employees  of  the  hospital  or 
health  care  facility.17 

Although  the  statute  is  not  en- 
tirely clear  on  this  point,  it  seems 
to  allow  a professional  health  care 
provider  under  investigation  to 
waive  the  confidentiality  of  the 
peer  review  committee  proceed- 
ings in  order  to  allow  disclosure 
of  the  proceedings  to  the  appro- 
priate disciplinary  authority.18 
Normally,  the  right  to  waive  the 
confidentiality  requirements  rests 
solely  with  the  peer  review  com- 
mittee. Thus,  although  the  peer 
review  committee  may  not  be 
required  or  desire  to  disclose  the 
results  of  the  peer  review  pro- 
ceedings, the  health  care  provider 
under  investigation  may  desire 
and  request  the  disclosure  of  the 
proceedings  to  the  disciplinary 
authority  in  an  effort  to  defend 
the  charges. 

Conclusion 

Utilization  of  peer  review  com- 


mittees has  gained  nationwide 
recognition  through  the  passage 
of  the  Federal  Healthcare  Quality 
Improvement  Act  of  1986,  which 
provides  protections  similar  to 
those  already  in  place  in  Indiana 
for  personnel  of  peer  review  com- 
mittees formed  in  compliance 
with  the  act.19  In  passing  the  act. 
Congress  found  there  was  an 
overriding  national  need  to  pro- 
vide incentive  and  protection  for 
physicians  engaging  in  effective 
professional  peer  review.  Con- 
gress also  noted  that  effective  peer 
review  can  improve  the  quality  of 
medical  care  as  health  care  pro- 
viders take  an  increasing  role  in 
policing  their  members.  □ 

The  author  is  associated  with  the 
law  firm  of  Bingham  Summers  Welsh 
& Spiltnan,  2700  Market  Tower,  10 
West  Market  St.,  Indianapolis,  IN 
46204.  The  firm's  litigation  practice 
includes  the  defense  of  medical  mal- 
practice claims. 
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Act  of  1986,  42  U.S.C.  11111,  et  seq. 

2.  Ind.  Code  §34-4-12.6-1. 
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If  you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to  members  of  the  Indiana  State  Medical 
Association  and  their  employees  through  expanded  ISMA 
group  sponsored  Lincoln  National  Life  health  insurance  coverage: 


MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi  private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense  protection 

— $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense  protection 

— $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  5 

• Comprehensive  Major  Medical  expense  protection 

— $250  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  6 

• Comprehensive  Major  Medical  expense  protection 

— $100  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  REIMBURSEMENT  PLAN 

• Tkx  Deductible  to  the  professional  corporation 


DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
( alendar  Year 

The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Program  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage 
and  service  at  the  lowest  possible  cost.  A special 
claim  paying  unit  has  been  established  in  our  Fort 
Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or 
problems,  you  may  speak  directly  to  your  claim 
processor  at  219-427-4800/800-552-4982.  We  look 
forward  to  serving  your  association  and  encourage 
your  review  of  the  programs  and  services  being 
provided 


For  more  information  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
11595  N.  Meridian  St.,  Suite  802 
Carmel,  Indiana  46032 
(317)  573-6520 

1 800-421-3020  Toll  Free  Indiana  Only 
1-800-428-7105  Toll  Free  ( Hitside  Indiana 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
3935  North  Meridian  Street 
Indianapolis,  Indiana  46208 
(317)  926-4424 
1-800-382-1721 


Compensating 
key  employees 


Gregory  Wright,  CFP 
Indianapolis 

Tax  law  changes  make  it  in- 
creasingly difficult  to  "tilt"  benefit 
plans  in  favor  of  key  employees. 
The  cost  of  providing  similar 
benefits  to  non-key  employees  has 
caused  some  owners  to  avoid  or 
terminate  these  plans.  This  is 
particularly  true  of  retirement 
plans.  However,  a special  type  of 
hybrid-benefit  compensation  ar- 
rangement often  is  better  than  a 
cash  bonus  or  pension  plan. 

Cash  bonuses  to  a key  person 
can  help  spawn  a new  competitor. 
Also,  employers  have  realized  that 
cash  is  less  effective  than  non-cash 
forms  of  recognition,  such  as 
awards,  prizes,  trips,  etc.  How- 
ever, both  cash  and  non-cash  pro- 
vide only  temporary  results. 

In  the  past,  pension  plans  have 
been  effective  in  retaining  key 
employees.  Unfortunately,  new 
tax  laws  generally  prevent  dis- 
criminating in  favor  of  key  em- 
ployees. Complex  testing  is  re- 
quired to  prove  the  company  is 
providing  similar  benefits  to  all 
employees,  regardless  of  their 
value  to  the  company.  As  it  turns 
out,  the  new  laws  actually  tend  to 
discriminate  against  key  employ- 
ees. 

These  new  laws  have  resulted  in 
the  wholesale  termination  of  some 
plans,  such  as  defined  benefit 
pension  plans.  These  plans  were 
a business  owner's  ideal  tax  shel- 
ter and  provided  "golden  hand- 
cuffs" for  many  key  people. 

That's  gone  now,  except  in  very 
limited  circumstances.  However, 
certain  deferred  bonus  and  hy- 


brid-benefit plans  allow  the  busi- 
ness owner  to  offer  "pension-like" 
benefits  to  specific  employees  and 
yet  avoid  the  detailed  government 
reporting,  compliance  testing, 
huge  costs,  etc.  of  a qualified  pen- 
sion plan. 

These  plans  can  provide  benefits 
at  retirement,  have  a vesting 
schedule,  allow  stop-and-go  fund- 
ing, etc.  and  from  the  key  employ- 
ees' prospectives,  essentially  look 
like  a pension  plan.  Also,  these 
key  employees  feel  special  after 
being  singled  out  and  given  bene- 
fits not  available  to  the  rank  and 
file. 

In  one  specific  case,  the  owner 
of  a construction  company  wanted 
to  provide  special  benefits  to  two 
key  employees,  the  controller  and 
the  construction  manager.  We 
developed  a plan  that  provided  a 
retirement  benefit  equal  to  one- 
half  of  preretirement  pay,  10-year 
vesting,  a death  benefit  equal  to 
four  times  base  annual  salary  and 
a disability  benefit  equal  to  one- 
half  of  base  pay.  The  cost  was 
equal  to  a 10%  pay  raise. 

None  of  the  other  employees 
participated  in  the  plan.  The  net 
after-tax  cost  to  the  company  was 
much  less  than  providing  a much 
lower  benefit  to  all  employees. 
Also,  this  business  owner  believed 
that  most  employee  benefit  plans 
are  not  appreciated  by  employees. 
In  his  mind,  they  failed  his  origi- 
nal objective:  to  attract  and  retain 
key  employees. 

However,  the  new  plan  targeted 
the  two  individuals  and  met  their 
basic  needs  of  retirement  income, 
estate  protection  and  disability 
protection  ...  so  long  as  they  were 
employed  at  that  company.  If 


they  left  before  retirement,  they 
could  not  take  the  insurance  bene- 
fits with  them  and  the  deferred 
bonus  amount  paid  to  them  de- 
pended on  their  years  in  the  plan. 

This  plan  also  met  the  objectives 
of  the  business  owner. 

The  cost  of  the  plan  was  low.  It 
benefited  only  those  employees 
for  whom  he  wanted  to  do  some- 
thing. Also,  should  either  of  these 
key  employees  leave,  the  vested 
bonus  amounts  are  to  be  paid 
over  five  years  as  long  as  the  em- 
ployee does  not  compete  against 
the  current  employer.  If  one  of 
them  joins  a competitor  or  starts 
his  own  company,  the  payments 
stop. 

This  plan  is  effective  in  award- 
ing and  keeping  key  employees. 
They  at  least  think  twice  before 
walking  away  from  this  employer 
or  joining  the  competition.  The 
plan's  cost  is  considerably  less 
than  most  traditional  benefit 
plans. 

If  the  increased  regulation  and 
costs  of  employee  benefit  pro- 
grams do  not  meet  your  business 
objectives,  consider  a hybrid-bene- 
fit compensation  plan.  Often  em- 
ployers and  key  employees  prefer 
them  over  the  watered-down 
benefits  now  allowed  by  most 
traditional  benefit  plans.  O 

The  author  heads  the  executive  and 
employee  benefits  divisions  at  the 
Conner  Insurance  Agency,  Inc.,  in 
Indianapolis. 


This  article  urns  originally  pub- 
lished in  the  March  20-26,  1 989, 
issue  of  the  Indianapolis  Business 
Journal. 
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European  Autosports,  Ltd. 

YOUR  MIDWEST  CONNECTION  TO  EXOTIC  CARS 
8032  CASTLEWAY  CT. 


317-849-4778 


Two  Blocks 
South  of 
Wendy's 
in 

Castleton 


We  have  a large  selection  of  Mercedes-Benz 


We  Buy,  Sell 
and  Consign 
luxury 
pre-owned 
European 
Automobiles. 


We  have  a selection  of  the  finest,  cleanest,  pre-owned,  low  mileage  European  autos  in  the  Midwest! 


PORSCHE  • MERCEDES-BENZ  • BMW  • ROLLS  ROYCE  • JAGUAR  • FERRARI 


1989  ISM  A 
Convention 

The  Indiana  State  Medi- 
cal Association  will  hold 
its  140th  Annual  Conven- 
tion Oct.  27  to  29,  1989, 
at  the  new  Westin  Hotel 
in  downtown  Indianapolis. 

In  addition  to  the  an- 
nual meeting  of  ISMA's 
House  of  Delegates, 
other  special  programs 
have  been  planned. 

Be  sure  to  mark  your 
calendar! 


HYDROCODONE 


Proven 


Dependability 


CENTRA 
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A physician's  nightmare 


Philip  S.  Chua,  M.D. 

Merrillville 

I had  a bad  dream  the  other 
night.  And  it  was  all  too  real. 

I dreamt  that  socialized  medi- 
cine had  engulfed  the  entire 
United  States.  Private  practice  of 
medicine  was  not  allowed  by  law. 
Every  physician  was  a govern- 
ment employee,  paid  a tax-free 
salary  of  $80  a month  and  permit- 
ted to  rent  from  the  state  a two- 
bedroom  apartment  for  $2  a 
month.  The  physician  was  man- 
dated to  work  according  to  the 
stringent  rules  and  inflexible 
schedules  set  forth  by  a Supreme 
National  Medical  Council  in 
Washington,  D.C. 

In  my  dream,  the  medical  pro- 
fessional did  not  have  to  pay  for 
any  liability  insurance  premiums. 
There  was  no  such  thing.  Mal- 
practice suit  was  not  allowed  by 
the  law  of  the  land.  Patients  were 
on  their  own,  with  no  recourse 
against  the  big  government.  Fear 


was  instilled  in  everyone.  Some 
physicians  were  jailed  for  incom- 
plete medical  records.  It  was 
almost  funny.  But  no  one  was 
laughing. 

Frustrated,  disillusioned  and 
demoralized,  we  were  all  angry  at 
ourselves  for  our  indifference  and 
selfishness  in  the  past  decades, 
which  led  to  the  demise  of  the 
free  enterprise  system  in  the  prac- 
tice of  our  profession.  Individu- 
ally and  as  a group,  we  felt  terri- 
bly guilty  for  allowing  non-physi- 
cians and  politicians  to  take  con- 
trol of  our  destiny  by  default.  We 
found  ourselves  repeatedly  mum- 
bling, "If  only  we  were  united 
and  vigilant,  we  could  have  pre- 
vented this." 

I must  have  been  thrashing  in 
my  bed,  clenching  my  jaw  and 
grinding  my  teeth  as  I experi- 
enced the  nightmare  of  my  profes- 
sion. I was  drained  and  tired. 

The  telephone  rang  and  broke 
the  trance.  I was  spared  the  ag- 
ony of  a more  prolonged  dreadful 


existence  in  my  dream.  I felt  I 
successfully  staged  the  greatest 
escape  ever.  I was  happy  to  wake 
up.  The  nurse  at  the  other  end  of 
the  line  said,  "Doctor,  you  cannot 
do  the  coronary  bypass  scheduled 
for  7:30  this  morning  because  we 
are  still  unable  to  get  presurgical 
authorization.  Medicare  also 
wants  to  know  what  arteries  are 
blocked  and  the  percentage  of 
stenoses.  And  on  your  case  to 
follow,  although  the  patient  has  a 
heart  rate  of  only  37  beats  per 
minute,  the  reviewer  is  question- 
ing the  need  for  a pacemaker 
since  the  patient  had  only  two 
episodes  of  syncope." 

Listening  to  what  I just  heard,  I 
thought  this  was  still  a part  of  my 
dream.  □ 


The  author  is  a cardiovascular 
surgeon  in  private  practice  in  north- 
west Indiana.  He  is  the  editor  of  the 
Lake  County  Medical  Society  Bul- 
letin. 
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1988  Indiana  State  Medical  Association 
membership  report  as  of  Dec.  31,  1988 


Active 

..  10 

1st  year 

l 

Resident 

0 

Senior 

7 

Inactive 

0 

Hardship 

. . 0 

Total 

13 

Lawrence 

Active 

41  .... 

1st  year 

0 

Resident 

o ... 

Senior 

3 .... 

inactive 

l .... 

Hardship 

l . 

Total 

46 

Bartholomew/Brown 

....72  .... 

0 .... 

0.... 

6 

6 

l .. 

85 

Madison 

113  .... 

7 

0 ... 

20  .... 

8 .... 

l , 

...144 

Benton 

4 .... 

0 .... 

0.... 

l 

0 

0 .. 

5 

Marshall 

20  .. 

. . . o . 

0 

..  1 

3 

0 

24 

Boone  

....  17  .... 

1 ... 

1 .... 

4 

2 

0 .. 

...  25 

..  . . 15  ,. 

. ..  0 . 

0 

. 3 .... 

..  ..0  .... 

. ...0  . 

..  18 

Carroll 

8 .... 

0 .... 

0.... 

3 

0 

0 .. 

11 

25  . 

.......  1 .... 

. 0 

. ..2  . 

1 

. 0 

29 

Cass 

....36  .... 

0 .... 

0.... 

7 

0 

1 .. 

...  .44 

..  . . 18 

...  1 .... 

0 

5 

....  1 

..0 

25 

Clark 

....88  .... 

4 .... 

0.... 

3 

7 

0 .. 

97 

Newton 

3 .... 

0 

0 ... 

7 

0 

0 . 

. 5 

Clay 

..  .10  .... 

0 .... 

0.... 

3 

0 

0 .. 

13 

Noble 

14  .... 

0 

0 ... 

o .... 

1 

0 . 

15 

Clinton 

.,..12  .... 

1 .... 

0 .... 

5 

0 

0 .. 

18 

Orange 

4 .... 

0 ..  .. 

0 ... 

7 

0 

0 . 

Daviess/ Mart  in 

....  15  .... 

0 .... 

0.... 

6 

1 

0 .. 

22 

Owen /Monroe 

133  .... 

1 ..  .. 

7 

...  13  .... 

6 

0 . 

...155 

Dearborn/Ohio 

....25  .... 

1 .... 

0.... 

2 

0 

0 .. 

28 

Parke/Vernullion  .. 

4 .... 

1 

1 

3 .... 

7 

0 . 

11 

Decatur 

9 .... 

0 .... 

0.  . 

3 

0 

0 .. 

12 

Perry 

4 

0 

0 ... 

. ...  1 

0 

0 . 

...  5 

DeKalb 

...  14  .. 

0 .... 

0.... 

3 

7 

1 ,. 

20 

Pike 

....  1 ... 

0 . 

0 

0 

0 . .. 

. ..0 

1 

Delaware/ Blackford  . 

136  .... 

5 .... 

2.... 

15 

4 

1 

...163 

Porter  

115  .... 

3 

0 ... 

9 

3 

0 . 

...130 

Dubois 

....35  .... 

0 .... 

0.... 

7 

0 

0 .. 

37 

7 

. .0  . 

0 

...  1 .. 

0 ... 

0 

3 

Elkhart 

.128  .... 

5 .... 

1 ... 

18 

8 

0 .. 

...  160 

Pulaski  

4 .... 

0 

0 ... 

1 .. 

0 . 

0 

Fayette/Franklin 

....20  .... 

0 .... 

0 .... 

7 

. ..  1 .... 

...  .0  . 

23 

..  12  ..  . 

0 

0 ... 

...  1 

7 

0 

15 

Floyd 

....70  .... 

7 

1 .... 

3 

3 

1 .. 

80 

11  .... 

0 

0 ... 

3 .... 

7 

....1 .. 

17 

Fort  Wayne/Allen  .... 

..392  .... 

10  .... 

30 

48  .... 

17 

5 .. 

...502 

Ripley 

12  .... 

0 

0 ... 

0 .... 

o 

0 . 

12 

Fountain/Warren 

....10  .... 

0 .... 

0... 

7 

0 

0 .. 

12 

Rush  

8 .... 

0 

0 ... 

3 .... 

i 

0 . 

12 

Fulton 

9 .... 

0 .... 

0 

o 

0 

0 .. 

9 

St.  Joseph 

255  .... 

14 

1 ... 

...  50  .... 

14 

7 

...,336 

Gibson 

9 .... 

0 .... 

0 

3 

0 

1 

13 

Scott 

7 .... 

0 

0 ... 

7 

0 

0 . 

9 

Grant 

...69  .... 

1 

2 

17 

3 

1 

93 

19  .... 

0 

7 

0 .... 

7 

0 

23 

Greene 

....11  .... 

0 .... 

0 

6 

0 

0 .. 

..  . 17 

Spencer  

7 

0 

0 ... 

0 .... 

i 

0 .. 

3 

Hamilton  

....38  .... 

4 .... 

0 

i 

0 

0 .. 

...  .43 

8 .... 

1 

0 ... 

0 .... 

i .... 

..  . 0 

10 

Hancock 

29 

1 .... 

1 

i 

7 

....  1 .. 

35 

11  .... 

1 

1 

4 .... 

....  1 ... 

7 

. 20 

Harrison/Crawford  .. 

....  13  .... 

0 .... 

0 

0 

o . 

. ..  0 . 

. . 13 

9 .... 

0 

0 ... 

7 

1 ... 

. .0 

....  12 

Hendricks 

...  34  .... 

7 

0 

3.... 

i 

1 .. 

41 

Tippecanoe 

174  .... 

3 

0 ... 

....26  .... 

10 

1 .. 

....214 

Henry 

....32  .... 

0 .... 

0 

..  .5  . 

....  1 .... 

....  1 .. 

39 

7 .... 

0 . ... 

0 ... 

4 .... 

0 . 

0 .. 

. . 11 

Howard  

....91  .... 

1 ... 

0 

...  .9 

6 

1 .. 

...108 

Vanderburgh  

323  .... 

7 

7 

. ..44  .... 

18 

3 .. 

...397 

Huntington  

....  16  .... 

1 .... 

0 

7 

9 

0 

21 

137  .... 

3 

0 ... 

....20  . .. 

..  .7  ... 

..  . 1 .. 

...  168 

Indpls./Marton 

1,488  .... 

71  

39 

..183  .... 

44 

20  .. 

1,845 

Wabash  

23  .... 

0 

0 ... 

4 ..  . 

1 

0 .. 

28 

Jackson  

....22  .... 

0 .... 

. 0 

7 

...  0 .. 

0 .. 

24 

Warrick 

14  .. 

0 

0 . 

0 

0 

0 .. 

14 

Jennings 

4 .... 

1 .... 

0 . 

. 1 

0 

. .0 

Washington 

0 

0 ... 

. . 1 

0 

...  0 

. 7 

Jasper  

9 .... 

1 

0 

7 

0 

1 .. 

13 

Wayne/Union  

85  .... 

3 

0 ... 

....  14  .... 

5 

0 .. 

...  107 

Jay 

....16  .... 

0 

0 

i 

0 

0 .. 

. 17 

Weils  

50  .... 

0 

1 

8 .... 

1 .... 

3 .. 

63 

Jefferson  / Swi  tzerland 

...30  .... 

1 

0 

6 

0 

0 .. 

37 

White 

5 , , 

0 

0 ... 

4 .... 

0 

0 .. 

9 

Johnson 

....41  .... 

1 .... 

0 

4 

0 

0 .. 

46 

Whitley  

8 .... 

0 

0 ... 

7 

0 

1 .. 

ii 

Knox 

....47  .... 

7 

7 

...  8 .... 

4 .... 

..  ..0.. 

63 

RMS 

0 .... 

0 ...  . 

777 

. .0 

0 

0 .. 

977 

Kosciusko 

...  30  .... 

i .... 

0 

. 0 

....  1 .... 

i 

33 

1988  totals 

...5,567  .... 

....  164  .... 

..  363 

729 

777 

56 

7,106 

LaGrange 

9 .... 

o .... 

0 . . 

....  1 .... 

....  1 

0 .. 

....  11 

1987  totals 

. 5,404  .... 

...  142 

. ..  423  ... 

739  ... 

..21 1 

64  .. 

6,983 

Lake 

. 598  .... 

3 

2 

...  65  .... 

18 

7 

...688 

1988  gain /loss 

...  +163 

...  +22 

-60 

LaPorte 

109  .... 

7 

0 

...13 

...5  .. 

0 .. 

...  129 

Paid 


Membership  increase 

Increase  from 


members: 

prior  year: 

Exempt: 

Total: 

1988 

6,094  

125.... 

1,012 

7,106 

1987 

5,969  

298  .... 

1,014 

6,983 

1986 

5,671  

101  .... 

1,013 

6,684 

1985 

5,570  

303  .... 

900  

6,470 

1984 

5,267  

137  .... 

835  

6,102 
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1989  ISMA 

Leadership  Conference 


Dr.  Grant  V.  Rodkey  of  Massachusetts,  a member  of 
the  American  Medical  Association  Council  on  Medi- 
cal Service,  speaks  about  the  "Relative  Value  Scale: 
An  AMA  Perspective"  during  the  Saturday  luncheon 


Rosanna  Iler  of  the  ISMA  Membership  Department 
assists  Dr.  John  D.  MacDougall  of  Beech  Grove  and 
Dr.  George  H.  Rawls  of  Indianapolis  during  morning 
registration.  The  conference  was  held  March  11  and 
12  at  the  Holiday  Inn  Union  Station  in  Indianapolis. 


Dr.  William  C.  Van  Ness  II  of  Summitville  answers 
questions  from  Mike  McGraw  of  WIBC  Radio  during 
a simulated  television  interview.  The  interview  was 
part  of  the  "Medicine,  Media  and  Microphones" 
seminar  conducted  by  Adele  Lash,  ISMA  director  of 
public  relations. 
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Mary  Ann  Cox  of  the  Indiana 
State  Board  of  Health  answers 
questions  during  a morning  ses- 
sion on  "Radon  Testing  and  Ex- 
posure." 


Dr.  Charles  O.  McCormick  of  Greenwood  makes  a point  during  a con- 
versation with  Michael  Huntley  (left),  ISMA  director  of  member  serv- 
ices, and  Dr.  John  M.  Records  of  Franklin. 


of 


Linda  Mangels,  director  of  loss 
control  for  Liabilities  Limited  of 
Austin,  Texas,  conducts  part  of 
the  seminar  on  "Risk  Manage- 
ment." 


Mrs.  Fred  Dahling  of  New  Haven  and  Dr.  Dolores  Burant 
visit  before  the  morning  general  session  begins. 


WELC 
THE 
STATE 
ASSC 
AN 
LEi  I 
CO 


Elkhart 
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The 

Arthur  G.  James 

Cancer  Hospital 


AND 

Research  Institute 


T • H • E 

OHD 

S1AIE 

UNIVERSITY 


Surgical  Management 
of 

Advanced  and  Recurrent  Malignancies 


Saturday,  July  15, 1989 

The  Ohio  State  University 
Columbus,  Ohio 

Accredited  .in  Category  I 

For  registration  information,  call  or  write  Co-sponsored  I American 

* 4?  CANCER 

Continuing  Medical  Education  by  ? society 

P.O.  Box  21697  Columbus,  OH  43221  The  Ohio  Division  of 

(614)  292-4985  American  Cancer  Society 


Resort  Condominium  Rentals 


ENDLESS 

VACATION 

TRAVEL 


$50  Dollars  Off 
Resort  Condominium 
Rental  Week  to 
ISMA  Members!* 


Endorsed  by  the 
Indiana  State  Medical 
Association 
oart  of 

"Youi  'I  Advantage" 


' or  less. 


Not  applicable 


Resort  Condominiums  offer  all  the 
comforts  of  home  --  and  then  some. 

• Space  and  privacy 

• Separate  bedrooms 

• Kitchen  facilities 

• Lots  of  extras 

• Seven  full  days  and  nights 

• Hundreds  of  premier  locations  throughout 
the  continental  United  States,  Hawaii, 
Mexico,  the  Caribbean  — and  Europe 

• Affordable  rental  rates 

call  ENDLESS  VACATION  TRAVEL 
1-800-428-6011 
(In  Indiana,  1-317-876-1999) 

To  receive  your  discount,  be 
sure  to  give  the  vacation 
agent  your  client  code  #9118. 
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nizatidine 

Enhances  compliance 


Patients  appreciate  Axid,  300  mg , 

in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  for  complete  Information 

Indications  and  Usage  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 

active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  lor  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  wrth  caution  in  patients  with  hypersensitivity  to  other 
H?-receptor  antagonists 

Precautions  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  primanly  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  sublets 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Mutbstix®  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interacbons  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocame,  phenytoin,  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepabc  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg  bid  , was 
administered  concurrently 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  ol  Axid  (2,000  mg/kg/day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  tor  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
miury  (transaminase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negabve  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
mzabdme  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  Pregnancy  Category  C - Oral  reproduebon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  heated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  admmistrabon  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  mzabdme  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lusbfies  the  potenbal  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  admims- 
tenng  mzabdme  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effeebveness  in  children  have  not  been  established 

Use  in  Elderly  Pabents  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposibon  of  nizabdine  Elderly  pabents  may  have 
reduced  renal  funebon 

Adverse  Reactions:  Clinical  tnals  of  mzabdme  included  almost  5,000  patients 
given  mzabdme  in  studies  of  varying  durations  Oomesbc  placebo-controlled  tnals 
included  over  1 .900  patients  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals.  sweabng  ( 1 % vs 
0 2%).  urbeana  (0  5%  vs  < 0 01%).  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  mzabdme  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepabc  - Hepatocellular  miury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
'""I.  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 


possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
elevabon  of  SCOT,  SGPT  enzymes  (greater  than  500 IU/L)  and,  in  a single  instance. 
SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of  elevated  liver 


Greater  than  500  IU/L)  and,  in  a single  instance, 


fjgp^nience 


^PSUles 

3QQ  mg 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


1 . Data  on  fite,  Lilly  Research  Laboratories. 


enzymes  and  elevabons  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalities  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  m two  individuals  administered  Axid  and  in 
three  unbeated  sublets 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogemc  acbvity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  treguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematoloqic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  H;-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  takmg  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Iniegumental  - Sweabng  and  urbeana  were  reported  significantly  more  fre- 
quently in  mzabdme-  than  in  placebo-treated  pabents  Rash  and  exfoliative  dermati- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  H,. -receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  admmistrabon  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed,  Hz-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvity 
to  these  agents  Rare  episodes  of  hypersensibvity  reacbons  (eg,  bronchospasm. 
larynaeal  edema,  rash,  and  eosinophiha)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  goul  or  nephrolithiasis  was  reported 
Eosinophiha.  fever,  and  nausea  related  to  mzabdme  admmistrabon  have  been 
reported 

Overdosage  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  - There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  mzabdme  have  exhibited 
cholinergic -type  effects,  including  lacnmabon,  salivabon,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  ma/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  In  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  - To  obtain  up-to-date  mformabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians ' Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  m your  pabent 
It  overdosage  occurs,  use  of  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monrtonng  and  supportive  therapy  Renal  dialysis  for 
four  to  six  hours  increased  plasma  clearance 
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Additional  information  available  to  the 
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MINIM 


■ physicians'  directory 


CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 
PERCUTANEOUS  VALVULOPLASTY 
ELECTROPHYSIOLOGIC  TESTING 

ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  400 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


WILLIAM  K.  NASSER,  M.D. 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 


JANE  HOWARD,  M.D. 
MICHAEL  BOURNIQUE,  M.D. 


JAMES  H.  ADLAM,  M.D. 
FRANK  J.  GREEN,  M.D. 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  871-6666 
(TOLL-FREE)  800-732-1482 
(TOLL-FREE)  800-CHD-PTCA 


(NATIONAL  TOLL-FREE)  1 -800-CAD-PTCA 

DAY  OR  NIGHT 
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■ physicians'  directory 


CARDIOLOGY 


INDIANA  HEART  PHYSICIANS,  INC. 

Beech  Grove  Medical  Center 

H 0.  Hickman,  Jr  , MD,  FACC 

Cardiology  and  Cardiac  Catheterization 

112  North  17th  Avenue 

Thomas  M„  Mueller,  MD,  FACC 

Coronary  Angioplasty 

Suite  300 

J.  Douglas  Graham,  MD,  FACC 

Balloon  Valvuloplasty 

Beech  Grove  IN  46107 

Kathleen  H Flohr,  PhD,  MD,  FACC 

Electrophysiology 

With  additional  offices  located  in  the 

Jeffrey  F Christie,  MD 

Permanent  Pacemaker  Implantation 

Indianapolis-Greenwood  area  and  Columbus. 

David  J.  Hamilton,  MD 

Nuclear  Cardiology 

Stephen  H.  Kliman,  MD,  FACC 

Doppler  and  Echocardiography 

Thomas  C.  Passo,  MD 

Exercise  Stress  Testing 

Indianapolis-Greenwood 

Kevin  C Preuss,  MD 

Holter  Monitoring 

(317)  783-8800 

ECG  Event  Monitoring 

(800)992-2081  (Indiana  Only) 

Pacemaker  Surveillance 

Columbus: 

Stress  Echocardiography 

(812)  379-2020 

Nonmvasive  Peripheral  Vascular 

(800)  537-9587  (Indiana  Only) 

Evaluation 

INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
DOPPLER  AND  ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(31  7)  359-3501  PHYSICIAN  REFERRAL  ONLY 


7250  Clearvista  Drive 
Suite  #227 

Indianapolis,  Indiana  46256 
(317)  841-5385 
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CARDIOIQGY 


are  pleased  to  announce  the  association  of 
James  J.  Heger,  M.D.,  F.A.C.C. 
for  the  practice  of  cardiology. 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)  482-4865 
1-800-637-6505  (Indiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois) 


CARDIOLOGY 


FORT  WAYNE 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 


Fred  Doloresco,  M.D.,  F.A.C.C. 
John  F.  Phillips,  M.D.,  F.A.C.C. 
Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D. 
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ORTHOPEDIC  SURGERY 


FRACTURE  CARE/TRAUMA 
SPORTS  MEDICINE 
ARTHROSCOPIC  SURGERY 
JOINT  RECONSTRUCTION 
SCOLIOSIS 
SPINAL  SURGERY 
SHOULDER  SURGERY 
HAND  SURGERY 
FOOT  SURGERY 
PEDIATRIC  ORTHOPAEDICS 
ADULT  ORTHOPAEDICS 


OFFICE  ANSWERS  DAY  & NIGHT 


TOLL  FREE  IN  INDIANA  (800)  223-3381 

DONALD  S.  BLACKWELL,  M.D. 
F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 
WILLIAM  O.  IRVINE,  M.D. 
JOSEPH  C.  RANDOLPH,  M.D. 
DONALD  E.  RUSSELL,  M.D. 

MARK  R.  STEVENS,  M.D. 
TERRY  R.  TRAMMELL,  M.D. 
ANDREW  J.  VICAR,  M.D. 
VINCENT  L.  FRAGOMENI,  M.D. 
JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 
SANFORD  S.  KUNKEL,  M.D. 
DAVID  A.  FISHER,  M.D. 
HENRY  G.  STEIN,  M.D.,  F.A.C.S. 

Orthopaedic  Surgeons 


MAIN  OFFICE 

1801  N.  Senate  Blvd. 
Suite  200 


923-5352 


Appointment  Scheduling  924-2778 

WESTLAKE 

805  Beachway  Dr. 


244-9499 


DANVILLE 

252  Meadow  Dr. 


Major  Credit  Cards  Accepted 
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CLINICAL  & ANATOMIC  PATHOLOG  ' 


The  Medical  Laboratory 

of  Drs.  Thornton- Hay  mond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-W  inkier 
5940  West  Raymond  Street  •Indianapolis,  Indiana  46241 


TOXICOLOGY 

MICROBIOLOGY 

CHEMISTRY 

HEMATOLOGY 

HISTOLOGY 


PROUDLY 

SERVING 

INDIANA 

SINCE 


Free  Courier  Service 

Assignment  Accepted: 
Medicare  / Medicaid 
1st  Care-Maxicare 
BC/BS  VIP  and  PCI 
Programs-HealthPlus 

24  Hour  Pathology 
Consultation 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  317/248-2448 
"Here  Today  To  Serve  You  Tomorrow" 


CRITICAL  CARE 

PULMONARY  DISEASE 

A 


Methodist 
Hospital 


(>  INDIANA. INC 


CRITICAL  CARE 
MEDICINE 


Specialists  in  the  care  of 
critically  ill  or  injured  patients 

David  Powner,  M D , FC  C P 
Michael  Buran,  M D Regis  Lagler,  M D 
Stephen  Olvey,  M D Daniel  J Polacek, 


1701  North  Senate  Boulevard 
Indianapolis,  IN  46202 


(317)  929-5293 


RICHARD  E.  BRASHEAR,  M.D.,  F.A.C.P. 

Pulmonary  Disease 

St  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  815 
Indianapolis,  Indiana  46260 

(317)  871-6200 
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CLINICAL  & ANATOMIC  PATHOLOGY 

y '' ' > ' 7;  :?*  v •v  yy,? ,<  yw-.  y /yy, y 


Edwin  E.  Pontius,  M.D.,  F.C.A.P. 
Director 

Mary  L.  Forster,  M.D.,  F.C.A.P. 
Co-Director 

Lawrence  W.  Pontius,  M.T.  (ASCP) 
Administrator 


GPL 


CENTRAL  INDIANA 
PATHOLOGY  LABORATORIES,  INC. 


• PROMPT  WALK  IN  SERVICE 

• 24  HOUR  TURNAROUND 
FOR  MOST  TESTS 

• COURIER  SERVICE  FOR 
PHYSICIAN  OFFICES 

• ASSIGNMENT  ACCEPTED  ON 
MEDICARE  AND  MEDICAID 

• BLUE  SHIELD  V.I.P.  AND 
PREFERRED  PROVIDER 

• ACCEPT  MAXICARE,  PMA/PHA. 
HEALTH  PLUS,  ETC. 


MAIN  LABORATORY 

Northwest  Medical  Building 
3500  Lafayette  Rd.  291-9364 

BRANCH  LOCATIONS 

Westlake  Medical  Building 
805  Beachway  Dr.  244-7754 
Zionsville 

50  Boone  Woods  873  4286 

Across  from  Community  North  Hosp. 
7430  N.  Shadeland  Ave.  841-0133 


• A FULL  SERVICE  OUTPATIENT  CLINICAL  LABORATORY  • 


. 

ROBERT  M.  PALMER,  M.D. 

MERIDIAN  OTOLOGY  LAB 

\ 

A.A.O.S.  F.A.C.S. 

‘Complete  Audiometric*  Evaluations 

| 

Diplomate  of  the  American  Board 

‘Hearing  Aid  Evaluations  and  Dispensing 

T 

yz  of  Orthopaedic  Surgery 

‘Brainstem  Auditory  Evoked  Response 

Member  of  the  American  Orthopaedic 

‘Visual  Evoked  Response 

Foot  and  Ankle  Society 

‘Electronystagmography 

“ Assistive  Listening  Devices — Demonstrations  Available 

ORTHOPAEDIC  RECONSTRUCTIVE 

SURGERY  OF  THE  FOOT  AND  ANKLE 

Richard  Kurtz,  M.D.  Jack  Summerlin,  M.D. 

Marvin  R.  Kolodny,  Ph.D. 

HOOSIER  ORTHOPAEDICS  & SPORTS  MEDICINE,  PC. 

2020  W.  86th  Street,  Suite  304 

Director  of  Audiology 

Indianapolis,  Indiana  46260 

3266  N.  Meridian  Street  Indianapolis,  Indiana 

(317)  872-3364 

Suite  Ft  12  (317)  925-7077 
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ALCOHOLISM  TREATMENT 


®§fS§l 


Indiana’s  Leading  Hospitals  Specializing  In  The 
Treatment  of  Alcoholism  and  Drug  Abuse. 


KOALA 

CENTERS 


adolescent  program 

adult  program 

family  program 

older  adults  program 

impaired  professionals  program 


cocaine  program 
outpatient  program 
disabled  program 
relapse  program 
co-dependency  program 


OUTREACH  OFFICES 

Bloomington  • Fort  Wayne  • Clarksville  • Merrillville  • Indianapolis  • Marion 
South  Bend  • Greenwood  • Evansville  • Anderson  • Kokomo  • Lafayette 


Michael  Chadwick,  M D 
David  Gregory,  M D 
Koala  Center 
2223  Poshard  Drive 
Columbus,  Indiana 
(812)376-171 1 


John  Saalwaechter,  M D 
Koala  Adolescent  Center 
1404S  State  Avenue 
Indianapolis,  Indiana 
(31  7)  783-4084 


John  Krueger,  M D 
Koala  Centerof 
St  Joseph  Medical  Center 
700  Broadway 
Fod  Wayne,  Indiana 
(219)425-3825 


Daniel  Kubley,  M D 
Koala  Center 
1800  N Oak  Road 
Plymouth,  Indiana 
(219)936-3784 


Kete  Cockrell,  M D 
Koala  Center 
1711  Lafayette  Avenue 
Lebanon,  Indiana 
(317)482-3711 


Indiana  Toll-Free  • 24-Hour  HELPLINE  • 1-800-622-4711 


ALCOHOLISM  TREATMENT 

ALCOHOLISM  TREATMENT 

Eugene  G.  Roach,  M.D. 

Medical  Director 

Anderson  Center 

M*  y of  Saint  John  s 

22  10  Jackson  Street 
Ande'son  Indiana  460 1 4 

1 -800-435-9143  or  (317)  646-8383 

•Comprehensive  Alcohol  and  Drug  Treatment 
•Separate  Programs  for 
Adolescents  & Adults 
•Free  Assessment  & Intervention 


Douglas  Bullington,  M.D 

Program  Director 


COUNTERPOINT  CENTER 

at  CPC  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46143 
31  7/887  1 348 


Free  evaluation  and  intervention 
Adult  & Adolescent  Treatment  Services 
24  hours  a day 
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INTERNAL  MEDICINE 


INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley,  M D , FACP 
George  W Applegate,  M D 
Richard  Bloch,  M D 
Charles  B Carter,  M D 
William  H Dick,  M D . FACP 
M Carol  Greenlee,  M D 


Theodore  F Hegeman,  M D 
Douglas  F Johnstone,  M D 
Wendy  L Kindig.  M D 
LeRoy  H King,  Jr  , M D FACP 
Mary  A Margolis,  M D 
Tim  E Taber,  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Answering  Service  926-3466 

Clinical  Nephrology,  Hemodialysis.  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


MERIDIAN  MEDICAL  GROUP,  P.C. 

MAIN  OFFICE  - 1801  N.  Senate  Blvd. 

929-5800 

NORTH  OFFICE  - 9002  N.  Meridian  St. 

Suite  208 

- 843-8704 

CARDIOLOGY 

METABOLISM  4 

Warren  E.  Coggeshall,  M D 

846-5666 

ENDOCRINOLOGY 

Richard  R Schumacher,  M D 

929-5818 

William  M Holland,  M.D 

843-8700 

Richard  B Wenzler,  M 0 

929-5818 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

Douglas  H White,  Jr , M D 

843-8736 

Robert  D Pickett,  M D 

846-4696 

B T Maxam,  M D 

843-8703 

Lee  G Jordan.  M D 

929-5826 

Michael  B DuBois,  M D 

929-5806 

Martin  P Meisenheimer,  M D 

929-5816 

Patricia  K Hendershot,  M D 

929  5815 

John  C Kohne,  M D 

929  5822 

Douglas  J Moeller,  M D 

929-5808 

Gregory  P Blitz,  M 0 

929-5821 

Timothy  J.  Story,  M D, 

929-5811 

Brian  G,  Sped,  M D 

929-2267 

John  F.  Schaefer,  Jr , M D 

929-5807 

Vanessa  Z,  Ameen,  M.D.  (PEDIATRICS) 

Elisabeth  K Datena,  M,D 

929-5809 

929  5858 

Bradley  M Sutler,  M D 

929  5813 

HEMATOLOGY/ 

CHILD  NEUROLOGY 

ONCOLOGY 

Bradford  R Hale,  M D (PEDIATRICS) 

James  E.  Schroeder,  M D, 

929-5812 

929-5823 

HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD,  SUITE  105 
INDIANAPOLIS,  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 

Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 

Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 

9202  North  Meridian  Street  Approved  for  and  Accept  Indianapolis,  Ind.  46260 

Suite  215  Medicare  and  Medicaid  (317)  843-2204 

Assignment 

UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

’ . 

■ : ■ : ; . ;i  y A -A,:;  . ' ■ A 

PSYCHIATRY 

' < 'D-D-  H 

Eugene  G.  Roach,  M.D. 

Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 

Medical  Director 

Indianapolis.  Indiana  46202 

Anderson  Center 

317/634  9930 

▼ y of  Saint  John  s 

Larry  M.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 

Anderson  Indiano460!4 

Balwant  S.  Mallik,  M.D.  George  McAfee,  M.D. 

1 -8(X)-435-9143  or  (317)  646-81 14 

Judith  L.  Campbell,  M.D. 

•Comprehensive  Psychiatric  Treatment 

•Separate  Programs  for  Adolescents 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 

Adults  & Geriatrics 

Sexual  Therapy,  Crisis  Intervention 

•Program  for  Dual  Diagnosis 

Alcohol  and  Substance  Abuse 
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CARDIOVASCULAR  SURGERY 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular 
testing  services  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville  Indiana  47710 
812-423-2395 


GARY  T.  RAFLO 

M.D,  F.A.C.S. 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9333  NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


FELLOW  AMERICAN  COLLEGE  OF  SURGEONS 

AMERICAN  SOCIETY  OF  OPHTHALMIC  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY 


DIPLOMATE  AMERICAN  BOARD  OF  OPHTHALMOLOGY 


SURGERY:  EYELID  AND  EYEBROW  COSMETIC  SURGERY 
PTOSIS 

EYELID  AND  ORBITAL  TUMORS 
LACRIMAL  DRAINAGE  DISORDERS 
ORBITAL  AND  FACIAL  TRAUMA 
THYROID  EYE  DISORDERS 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Pam,  Headache  & 

Diseases  of  the  Autonomic  Nervous  System  Including  Dizzmess 

Testing  Available 

31 7-87 1*6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #72h 
South:  University  Heights  Professional  Bldg.,  Suite  M 
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HEMODIALYSIS 

PLASTIC  SURGERY 

CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  KOKOMO 

Community  Medical  Arts  Center 
3611  South  Reed  Rd  (31  Bypass) 
Kokomo,  Indiana  46902 
317-453-0606 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425  317-926-3466 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


GARY!  RAFLO 

m d , F ACS 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9 3 3 3 NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


JOHN  G.  PANTZER  JR.,  M.D. 

Fellow 

American  College  of  Surgeons 
Diplomate 

American  Board  of  Plastic  Surgery 
1801  North  Senate  Blvd 
Suite  735 

Indianapolis,  Indiana  46202 
Tel:  317-929-5500 


ABDOMINAL  SURGERY 


TED  W.  GRISELL,  M.D. 

Providing  consultative  services 
for  physicians  throuphout  Indiana 
for  patients  with 
complex  rnanai/i'incnt  problems 
5317  East  16th  Street  317-359-8261 

Indianapolis  46218  Phone  answered  24  hours 


MARK  HOLBREICH,  M.D. 

PEDIATRIC  AND  ADULT 
ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

Suite  365 

Indianapolis,  Indiana 
(317)  848-2785 

o Asthma  o Adverse  Food  Reactions 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Stinging  Insect  Allergy 
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INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Lj 


--~r -r£gl' 


as  s a b h 

DlflEHl 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDLATR1C  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE:  317/927-5770 
TOLL  FREE:  1-800-ONC-HEME 
1-800-662-4363 


Located,  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 
812-234-7756 


VINCENNES 
Good  Samaritan  Hospital 
812-885-3478 


ROGER  ROBISON,  M.D.,  F.A.C.P.  . . . M.D.  Anderson,  1980 
DAVID  BELL,  M.D.,  Ph.D.  . . . M.D.  Anderson,  1981 

TAE  CHUNG,  M.D.  . . . Chicago  Hines  V.A.,  1976 

B.  JAY  JAILWALA,  M.D.  . . . Cincinnati,  1985 

Emergency  24-hour  phone:  (812)  299-9514 
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RADIATION  ONCOLOGY 
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TRI-STATE  RADIATION  ONCOLOGY 

Southwestern  Indiana 

Welborn 

Radiation  Oncology  Center 

Oncology  Center 

Evansville,  Indiana 

Evansville,  Indiana 

(812)  474-1110 

(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D.; 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 

Tri-County  Cancer  Care  Center 

Jasper,  Indiana 

Princeton,  Indiana 

(812)  482-2212 

(812)  386-6663 

DEVDAS  SHETH,  M.D. 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

Olney  Cancer  Center 

Harrisburg  Oncology  Associates 

Olney,  Illinois 

Harrisburg,  Illinois 

(618)  392-3050 

(618)  252-5126 

MOISES  DOMINGO,  M.D. 

MANJU  GUPTA,  M.D. 

★★★★★★ 

Radiation  Oncology 

Henderson  Cancer  Center 

Owensboro,  Kentucky 

Henderson,  Kentucky 

(502)  926-7228 

(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

AMR  AREF,  M.D. 

★★★★★★ 

In  Indiana  1-800-843-71 17 

Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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Indiana  Regional 

Cancer  Center 

Science  made  Human: 


Medical 
Oncology  And 
Hematology 

L. K.  Everson,  M.D, 

Andrew  Ross 
Greenspan,  M.D. 

Shivaji  Gunale,  M.D. 

Keith  Logie,  M.D. 

M. S.  Murali,  M.D. 

© 


Radiation 

Oncology 

Nini  Bermudez- Webb,  M.D. 
Thomas  O'Connor,  M.D. 

Palliative 

Care 

Neil  Irick,  M.D. 


(317)  353-4758 
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PERIPHERAL  VASCULAR  SURGERY 


\S" 

~ VASCULAR  SURGERY,  P.C. 

Austin  L.  Gardner,  M.D. 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 

David  L.  Madison,  M.D. 

Jksculaiiz 

Diagnostics 

Spencer  F.  Goodson,  M.D. 

Carmel  Medical  Center 
13450  North  Meridian  Street 

Suite  160 

Carmel,  Indiana  46032 

Mobile 

nkm-invasive 

~ Testing 

Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 

COLON  & RECTAL  SURGERY 

COLON  & RECTAL  SURGERY 

William  S.  Sobat,  M.D. 

Specialist  in  the  diagnosis  and  treatment  of 
colon  and  rectal  disease. 

• 

* 

INDIANA  COLON  & RECTAL  CENTER,  P.C. 

1633  North  Capitol 
Suite  622 

Indianapolis.  IN  46202 
923-721 1 

Fellow  of  the  American  College  of  Surgeons. 

W.  M.  KENDRICK,  M.D. 
G.  A.  DONNALLY,  M.D. 
R.  JAMES  WILSON,  M.D. 

W.  E.  KELLEY,  M.D. 
RICHARD  L.  STOUT,  M.D. 
PAULA  A.  HALL,  M.D. 

Practice  limited  to  Colonoscopy, 
Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-9300 
1-800-222-7994 

(JCAH  Accredited) 
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SLEEP  DISORDERS 

WINONA’S 

SLEEP/WAKE 

DISORDERS 

CENTER 


Accredited  by  the  Association  of  Sleep  Disorders 
Centers  since  1986.  Specialists  in  the  evaluation 
of  sleep/ wake  disorders  in  adults  and  children. 

• Sleep  Apnea  • Sleepwalking 

• Insomnia  • Impotency  Testing 

• Narcolepsy  • Hypersomnolence 

• Enuresis  • Workshift  Disturbances 


Kenneth  N.  Wiesert,  MD,  ACP 
Fellow  of  the  Clinical  Sleep  Society,  Medical  Director 


Frederick  A.  Tolle,  MD,  FACP 
Associate  Director 


(317)927-2100 


WINONA 

Memorial  Hospital 
3232  N.  Meridian  St 
Indianapolis,  IN  46208 


Accredited 


o 


INDIANA  MEDICINE/May  1939 


■ physicians'  directory 


BREAST  DISEASES 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 


DOCTORS: 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  Medicine 
3935  N.  Meridian  St. 
Indianapolis,  IN  46208 
(317)  925-7545 

1-800-382-1721  in  Indiana  only 


PHYSICIANS'  DIRECTORY 


Attention  Indiana  Physicians 

The  Physicians’  Directory  is  the  most  ethical  and  professional  method  of 
announcing  a specialty  practice.  It  is  also  the  most  effective  medium  for  listing 
office  location,  office  hours  and  telephone  number  for  the  convenience  of 
colleagues  in  referring  patients. 

The  title  of  diplomate  of  a specialty  examining  board,  a requirement  for 
admission  to  the  directory,  offers  its  assurance  of  qualifications  whether  listed 
or  not.  In  addition  to  providing  benefits  to  physicians,  the  directory  is  a practi- 
cal means  of  providing  financial  support  for  INDIANA  MEDICINE. 

All  diplomates  of  the  ISMA  are  invited  to  enter  a professional  card  in  the 
directory. 
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William  M.  Dugan  Jr.,  M.D. 
Indianapolis 

The  Little  Red  Door/ Marion 
County  Cancer  Society  has 
awarded  one  fellowship  and  two 
research  grants  to  individuals 
working  in  the  field  of  oncology. 

The  1989  fellowship  has  been 
given  to  Mary  E.  Hartson,  Ph.D., 
in  the  Department  of  Pediatric 
Oncology  at  the  Indiana  Univer- 
sity School  of  Medicine.  This 
$15,000  award  will  aid  Dr. 

Hartson  in  pursuing  her  research 
in  small  cell  lung  cancer.  This 
form  of  lung  cancer  accounts  for 
20%  to  25%  of  all  cases  of  primary 
lung  cancer.  Lung  cancer  contin- 
ues to  be  responsible  for  the  larg- 
est percentage  of  cancer  deaths. 

Dr.  Hartson's  research  concerns 
the  effectiveness  of  low-level 
hyperthermia  when  used  alone  or 
in  combination  with  chemother- 
apy as  an  effective  treatment  for 
small  cell  or  non-small  cell  lung 
cancer.  Hyperthermia  is  used  to 
raise  the  body  temperature  and 
has  been  an  area  of  interest  at 
Indiana  University  School  of 
Medicine. 

Jeffrey  Goldman,  M.D.,  the  1988 
fellowship  recipient,  was  awarded 
an  additional  research  grant  by 
the  Little  Red  Door.  This  grant 
will  allow  for  the  continuation  of 
his  research  in  childhood  leuke- 
mia. Dr.  Goldman  is  a member  of 
the  Department  of  Pediatrics  at 
Riley  Hospital. 

Elizabeth  A.  Davenport,  a third- 


year  graduate  student  in  the  De- 
partment of  Biological  Sciences  at 
Purdue  University,  is  the  second 
grant  recipient.  Davenport  is 
studying  the  genetic  alterations 
that  cause  tumor  formation.  Her 
research  study  is  titled  "Determi- 
nation of  Intermediates  in  the 
Mechanism  of  Multistep  Transfor- 
mation." 

Congratulations  to  Good  Sa- 
maritan Hospital  in  Vincennes, 
Ind.,  on  the  opening  of  its  new 
cancer  center.  At  dedication  cere- 
monies for  the  new  Knox  County 
facility,  Gary  Hippensteel,  M.D., 
chairman  of  the  Cancer  Commit- 
tee, and  Roger  Robison,  M.D., 
radiation  oncologist,  spoke  on  the 
history  of  the  cancer  program. 

Good  Samaritan  serves  about 
450  new  cancer  cases  per  year 
with  its  American  College  of  Sur- 
geons approved  cancer  program. 
The  new  state-of-the-art  facility  is 
designed  to  take  the  program  into 
the  21st  century. 

The  Indiana  Society  of  Oncolo- 
gists was  chartered  officially  with 
the  objective  of  studying  the 
unique  problems  of  medical  oncol- 
ogy. Lloyd  Everson,  M.D.,  of 
Community  Hospital,  Indianapolis 
was  elected  president.  Martin 
Neltner  was  selected  executive 
secretary.  The  society  hopes  to 
join  forces  with  other  Midwestern 
groups  of  medical  oncologists  to 
address  practice  and  business 
problems. 


The  Indiana  Society  of  Oncolo- 
gists plans  to  hold  its  meetings  in 
conjunction  with  the  Hoosier  On- 
cology Group  to  elicit  a wide 
range  of  opinions  from  practicing 
oncologists. 

Lor  further  information  about 
this  organization,  contact  Dr. 
Everson. 

Sexuality  and  Cancer,  written 
by  Leslie  Schover,  Ph.D.,  of  the 
Cleveland  Clinic  Cancer  Center,  is 
now  available  to  your  patients 
from  the  American  Cancer  Soci- 
ety. According  to  Dr.  Schover, 
"Studies  suggest  that  75%  of  can- 
cer patients  have  sexual  concerns, 
but  only  10%  tell  their  physi- 
cians." 

This  booklet  is  the  first  pub- 
lished material  that  provides  can- 
cer patients  with  thorough,  accu- 
rate information  about  their  abil- 
ity to  continue  healthy  sexual 
functioning  following  cancer  treat- 
ment; the  effect  of  cancer  treat- 
ment on  sexuality;  strategies  for 
dealing  with  sexual  problems;  and 
special  aspects  of  cancer  treatment 
such  as  ostomies,  laryngectomies, 
limb  amputation  and  mastectomy. 

Patients  need  to  know  what  to 
expect  from  the  disease  or  treat- 
ment and  whether  problems  are 
permanent  or  temporary.  They 
also  need  to  know  options  for 
rehabilitation. 

Lor  copies  of  these  booklets, 
contact  the  American  Cancer  Soci- 
ety at  (317)  872-4432  or  your  local 
chapter  of  the  ACS.  □ 
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■ auxiliary  report 


Lura  Stone 

ISMA  Auxiliary  president 

AmA  Auxiliary  president- 
elect Jean  Hill  is  calling  for  unity 
between  the  AMA  and  the  AMA 
Auxiliary  as  she  prepares  to  take 
office  in  June.  She  challenges  us 
to  stand  together  to  affect  mean- 
ingful legislation,  future  health 
care  and  support  for  our  families. 
Unity  in  purpose  and  action  is 
needed. 

In  Indiana,  we  will  continue  to 
build  on  the  teamwork  that  has 
developed  between  the  ISMA  and 
the  ISMA  Auxiliary.  Dr.  Fred 
Dahling,  Dr.  George  Rawls,  Ann 
Wrenn  and  I already  have  met  to 
discuss  our  shared  goals.  I plan 
the  following  five-point  program 
to  achieve  these  goals: 

1.  Medical  family  support  dur- 
ing times  of  stress  is  a new  focus 
for  this  year.  A stress  manage- 
ment workshop  is  being  planned 
with  the  assistance  of  Dr.  Kete 
Cockrell,  medical  director  of  the 
Commission  on  Physician  Assis- 
tance, for  Sept.  16  and  17.  A na- 
tional speaker  will  be  invited, 
providing  CME  credit  for  physi- 
cians. A variety  of  recreation  and 
relaxation  activities  will  be  avail- 
able in  Jeffersonville,  Ind.  Watch 
for  details  in  a summer  issue  of 


Indiana  medicine  and  The  Pulse. 

2.  An  auxiliary  steering  com- 
mittee is  working  with  the  Indi- 
ana State  Board  of  Health  to  de- 
termine how  we  can  best  assist 
with  the  Hoosier  Infant  Initiative, 
which  strives  to  save  the  infants 
who  die  because  of  lack  of  prena- 
tal care,  resulting  in  low  birth- 
weight.  Educational  projects  de- 
signed to  reduce  teen  pregnancy, 
AIDS  and  sexually  transmitted 
diseases  and  drug,  alcohol  and 
tobacco  abuse  will  continue  to  be 
stressed. 

3.  The  ISMA  Auxiliary  will 
encourage  the  county  auxiliaries 
to  implement  active  programs  that 
will  increase  awareness  of  state 
and  national  legislation.  We  will 
promote  the  Key  Contact  Program 
and  IMPAC  membership.  "Our 
Day  at  the  Capitol"  will  include 
an  update  on  activity  in  the  legis- 
lature and  a luncheon  meeting 
with  our  legislators. 

4.  AMA-ERF  fundraisers  and 
holiday  sharing  cards  will  be  pro- 
moted again  to  provide  support, 
encouragement  and  assistance  to 
medical  students.  Gifts  to  either 
the  Medical  School  Excellence 
Fund  or  the  Medical  Student  As- 
sistance Fund  will  be  sent  to  a 
medical  school  as  designated  by 
the  donor.  Students  have  ex- 
pressed their  appreciation  and 


Lura  Stone 


often  pledge  to  help  others  when 
they  are  able.  This  spirit  perpetu- 
ates the  ideals  of  AMA-ERF. 

5.  There  is  always  a challenge 
to  recruit,  retain  and  revitalize  our 
membership.  The  current  chal- 
lenge is  to  revise  our  state  and 
county  meetings  and  activities  to 
fit  the  changing  lifestyles  of  our 
members.  If  we  are  successful,  we 
can  increase  our  membership  and 
member  involvement.  This  reor- 
ganization must  be  designed  to 
allow  career  member  participation. 

Together  ISMA  Auxiliary  mem- 
bers and  ISMA  members  can  meet 
the  challenges  of  the  changes  in 
medicine  and  make  a positive  dif- 
ference. Together  we  can  attain 
the  unity  that  Jean  Hill  requests. 

It  is  with  great  humility  and  an 
overwhelming  sense  of  pride  that 
I look  forward  to  the  year  ahead. 

I hope  together  we  can  make  the 
1989-90  auxiliary  year  fit  into  a 
continuum  of  gradually  doing  a 
better  and  more  professional  job  of 
being  advocates  for  medicine.  □ 

( continued  on  page  4 14) 


Lura  Stone 

As  a member  of  the  Noble-LaGrange  Medical  Auxiliary,  Lura  Stone  has 
held  several  offices,  including  the  presidency.  The  AMA-ERF  chairmanship 
was  her  first  ISMA-A  responsibility.  Since  then,  she  has  served  as  Northern 
Area  vice-president,  first  vice-president  and  president-elect. 

Lura  graduated  from  Hammond  High  School  and  earned  a degree  in  ele- 
mentary education  from  Indiana  University.  Some  community  activities 
have  included  singing  in  the  church  choir,  serving  on  the  church  commis- 
sion on  education,  teaching  church  school,  directing  Girl  Scout  Day  Camp 
and  serving  a 10-year  term  on  the  West  Noble  School  Board. 

Lura  and  her  husband,  Dr.  Robert  Stone,  live  in  Ligonier,  Ind.,  and  have 
two  daughters. 
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The  1989-90  Indiana  State  Medical  Association 
Auxiliary  officers  are: 


Executive  Committee 

President 

President-elect 

First  vice-president 

Area  vice-presidents: 
Northern 
Central .. 
Southern 
Recording  secretary... 

Treasurer 

Finance  secretary 


Lura  Stone,  Ligonier 
C.  Rodney  Ashley,  Marion 
Holley  Brundick,  Evansville 

Trudy  Urgena,  Marion 
Andrea  Kuipers,  W.  Lafayette 
Jenny  Buehner,  Bloomington 
Pat  Montgomery,  Muncie 
Pat  Walker,  Terre  Haute 
Anne  Throop,  Indianapolis 


V 


Appointed  officers 

Parliamentarian Sue  Greenlee,  Kendallville 

Librarian Kay  Enderle,  Terre  Haute 

Members-at-large  coordinator Joann  Orman,  Terre  Haute 

Historian Marian  Hepner,  Kendallville 


■\ 


J 


This  Publication 
is  available  in  Microform. 


University 

Microfilms 

International 

Please  send  additional  information 
for  Indiana  Medicine 

Name 

Institution 

Street 

City - 

State Zip 

300  North  Zeeb  Road 
Dept.  P R 

Ann  Arbor,  Mi.  48106 
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THE  INDIANA  MEDICAL  FOUNDATION,  INC. 
3935  North  Meridian  Street 
Indianapolis  46208 


A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Associa- 
tion and  Indiana  Medicine. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 

The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  membersof  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  family  of  the  deceased. 


"for  religious,  charitable,  scientific, 
literary  or  educational  pur  poses” 
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■ news  briefs 


Books  for  the  handicapped 

The  Indiana  State  Library,  Divi- 
sion for  the  Blind  and  Physically 
Handicapped,  in  Indianapolis 
administers  a free  service  provid- 
ing Braille,  recorded  discs  and 
cassettes  and  large-print  materials 
for  the  blind  and  physically 
handicapped.  The  division  serves 
51  counties  in  central  Indiana  for 
recorded  material  and  provides 
statewide  Braille  and  large-print 
services. 

Anyone  who  is  unable  to  read 
or  use  standard  printed  materials 
as  a result  of  temporary  or  perma- 
nent visual  or  physical  limitations 
may  receive  the  service.  Approxi- 
mately 79,500  Indiana  residents 
may  be  eligible.  Only  about 
13,200  Indiana  readers,  both  chil- 
dren and  adults,  currently  are 
being  served  through  the  pro- 
gram. 

Physicians  are  encouraged  to 
call  the  division,  (317)  232-3684  or 
1-800-622-4970,  for  additional  in- 
formation about  the  "talking- 
book"  program. 

AIDS  journal  available 

The  Physicians  Association  for 
AIDS  Care  is  publishing  a bi- 
monthly journal  called  PAAC 
Notes.  The  journal  addresses  the 
diversity  of  clinical,  ethical,  social, 
economic  and  political  dimensions 
of  the  HIV  epidemic.  A one-year 
subscription  for  physicians  in  the 
United  States  and  Canada  is  $60. 

For  more  information,  write 
Physicians  Association  for  AIDS 
Care,  101  W.  Grand  Ave.,  Suite 
200,  Chicago,  IL  60610. 

Academy  changes  name 

The  American  Academy  of 
Medical  Directors  has  changed  its 
name  to  the  American  College  of 
Physician  Executives  effective  Jan. 
1,  1989.  The  organization  also  has 


organized  the  American  Board  of 
Medical  Management,  which  will 
provide  board  certification  in  the 
specialty  of  medical  management. 

Kinsey  Institute  gets  grant 

A $1.75  million  research  grant 
from  the  National  Institute  of 
Drug  Abuse  has  been  awarded  to 
June  Reinisch,  director,  and 
Stephanie  Sanders,  assistant  scien- 
tist, of  the  Kinsey  Institute  for 
Research  in  Sex,  Gender  and  Re- 
production at  Indiana  University. 

The  grant,  which  covers  a four- 
and-a-half-year  period,  will  enable 
Reinisch  and  Sanders  to  continue 
their  research  on  the  effects  of 
barbiturates  prescribed  to  preg- 
nant women  on  the  physical  and 
behavioral  development  of  their 
children. 

CHAMPUS  will  pay  for  care 

The  Civilian  Health  and  Medi- 
cal Program  of  the  Uniformed 
Services  (CHAMPUS)  will  pay  for 
most  care  in  children's  hospitals 
and  for  neonatal  services  under 
the  CHAMPUS  DRG  system,  be- 
ginning with  inpatient  admissions 
on  or  after  April  1,  1989.  The  new 
payment  system  applies  to  49 
states,  the  District  of  Columbia 
and  Puerto  Rico.  Maryland  is 
exempt  from  the  CHAMPUS  DRG 
system. 

Providers  who  have  questions 
about  the  children's  DRG  pay- 
ment system  should  consult  the 
Dec.  16,  1988,  Federal  Register  or 
contact  the  claims  processor  for 
Indiana. 

Professors  receive  grant 

The  National  Institutes  of 
Health  have  awarded  a three-year, 
$337,102  grant  to  two  professors 
in  the  Purdue  School  of  Science  at 
Indiana  University-Purdue  Uni- 
versity at  Indianapolis  for  re- 


search that  may  lead  to  a rapid 
and  economical  method  of  identi- 
fying harmful  inherited  genes  in 
individuals. 

Harry  W.  Jarrett  and  Martin 
Bard,  associate  professors  of  biol- 
ogy, plan  to  develop  a DNA  puri- 
fying method  to  identify  specific 
genes  in  people.  The  research 
could  help  health  professionals 
identify  known  inherited  genes, 
such  as  the  genes  for  Hunting- 
ton's, familial  Alzheimer's  or  pol- 
ycystic kidney  diseases. 

Assembly  will  be  June  8-12 

Indiana  State  Medical  Associa- 
tion members  are  invited  to  at- 
tend the  18th  Annual  Scientific 
Assembly  of  the  California  Chap- 
ter of  the  American  College  of 
Emergency  Physicians  (ACEP) 
June  8 through  12. 

The  assembly  will  be  at  the  Ran- 
cho Bernardo  Inn,  Rancho  Ber- 
nardo, Calif.  Tuition  is  $250  for 
non-ACEP  physicians  with  re- 
duced fees  for  ACEP  members, 
nurses  and  paramedics.  For  a 
brochure,  contact  the  California 
ACEP  office  at  (213)  374-4039.  □ 


"Does  this  mean  you  think  I 
have  something  you  wouldn't 
touch  with  a 10-foot  pole?" 


416 


INDIANA  MEDICINE/May  1989 


isma  leadership 


OFFICERS 

President  — Fred  W Dahling,  New  Haven 

Pres-elect  — -George  H.  Rawls,  Indianapolis 

Immediate  Past  Pres  — John  D.  MacDougall,  Beech  Grove 

Executive  Director  — Richard  R King,  Indianapolis 

Treasurer  — Max  M Wesemann,  Franklin 

Asst.  Treasurer  — Michael  O.  Mellinger,  LaGrange 

Speaker  — C Dyke  Egnatz,  Schererville 

Vice  Speaker  — William  H.  Beeson,  Indianapolis 

EXECUTIVE  COMMITTEE 

"Fred  W Dahling,  New  Haven 
George  H Rawls,  Indianapolis 
Max  M Wesemann,  Franklin 
Michael  O Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
William  H Beeson,  Indianapolis 
William  C.  VanNess  II,  Summitville 
Benny  Ko.  Terre  Haute 
Clarence  G.  Clarkson,  Richmond 
John  D MacDougall,  Beech  Grove 

TRUSTEES  (Terms  end  in  October) 

District 

1 — E.  DeVerre  Gouneux,  Evansville  (1989) 

2 — Paul  J Wenzler,  Bloomington  (1990) 

3 — Gordon  L Gutmann,  Jeffersonville  (1991) 

4 — William  E.  Cooper,  Columbus  (1989) 

5 — Benny  S.  Ko,  Terre  Haute  (1990) 

6 — Clarence  G.  Clarkson,  Richmond  (1991) 

7 — Donna  J Meade,  Indianapolis  (1989) 

7 — John  M.  Records,  Franklin  (1990) 

7 — Peter  L Winters,  Indianapolis  (1991) 

*8  — Wm.  C.  VanNess,  Summitville  (1990) 

9  — R.  Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L Polite,  Hammond  (1989) 

11  — Jack  W Higgins,  Kokomo  (1990) 

12  — John  R Thomas,  Fort  Wayne  (1991) 

13  — Steven  M Yoder,  Goshen  (1989) 

RMS  — Margaret  Frazer,  Indianapolis  (1989) 

MSS  — Marc  Duerden,  Indianapolis  (1989) 

"Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Bruce  W Romick,  Evansville  (1991) 

2 — Jerome  E.  Melchior,  Vincennes  (1989) 

3 — Charles  B Carty,  Pekin  (1989) 


4 — George  L Alcorn,  Madison  (1991) 

5 — Fred  E Haggerty,  Greencastle  (1991) 

6 — Ray  A Haas,  Greenfield  ( 1989) 

7 — Ronald  G Blankenbaker,  Indianapolis  (1991) 

7 — Willis  W Stogsdill,  Indianapolis  (1941) 

7 — Charles  O.  McCormick  III,  Greenwood  (1991) 

8 — John  V Osborne,  Muncie  (1991 ) 

9 — Stephen  D Tharp,  Frankfort  (1989) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K Musselman.  Marion  (1989) 

12  — Thomas  A.  Felger,  Fort  Wayne  (1989) 

13  — Alfred  C Cox,  South  Bend  (1991) 

RMS  — John  H Fallon,  Indianapolis  (1989) 

MSS  — Clint  Myers,  Indianapolis  (1989) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1989) 

Peter  R Petnch,  Attica  (1989) 

Thomas  C Tyrrell,  Hammond  (1989) 

John  A.  Knote,  Lafayette  (1990) 

Alvin  J.  Haley,  Carmel  (1990) 

George  T Lukemeyer,  Indianapolis  (1990) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 
Herbert  C.  Khalouf,  Manon  (1989) 

Martin  J.  O'Neill,  Valparaiso  (1989) 

Richard  L.  Reedy,  Yorktown  (1989) 

Shirley  Thompson  Khalouf,  Manon  (1990) 

Max  N.  Hoffman,  Covington  (1990) 

Edward  L.  Langston,  Flora  (1990) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres  Alan  H.  Johnson,  Evansville 

Secy:  Kishor  R Bhatt,  Boonville 
Annual  Meeting:  May  18,  1989 

2 — Pres:  William  A.  Nice,  Bloomington 

Secy:  Andrew  R Jones,  Bloomington 
Annual  Meeting  May  19,  1989 

3 — Pres:  James  M.  Jacobi,  Bedford 

Secy:  Eric  V Schulz,  Bedford 
Annual  Meeting  May  13,  1989 

4 — Pres:  Frank  L Frable,  Lawrenceburg 

Secy:  William  J.  Granger,  Lawrenceburg 
Annual  Meeting:  May  3,  1989 

5 — Pres:  Kennard  B Sproul,  Brazil 

Secy  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  Sept.  28,  1989 

6 — Pres  Robert  J Warren,  Richmond 


CHAIRMEN  OF  ISMA  SPECIALTY  SECTIONS 

OBSTETRICS  & GYNECOLOGY 
Philip  N Eskew  Jr,  Carmel 


ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Stephen  Jay,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  C.  Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
L.  Craig  Miller,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Hugh  K.  Thatcher,  Indianapolis 

NEUROLOGICAL  SURGERY 
Marvin  R.  Bernard,  Merrillville 

NEUROLOGY 

Charles  A.  Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 

Mike  Mullinix,  Indianapolis 


OPHTHALMOLOGY 

D Dean  Cofield,  Bloomington 

ORTHOPEDIC  SURGERY 
James  G Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Arthur  C.  Jay,  Columbus 

PEDIATRICS 

Michael  A.  Hogan,  Indianapolis 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

David  Goldenberg,  Indianapolis 
SURGERY 

Ted  W Grisell,  Indianapolis 
UROLOGY 

Earl  H Johnson,  Indianapolis 


Secy  Stephen  M Dillinger,  Greenfield 
Annual  Meeting  May  10,  1989 

7 — Pres:  Lloyd  C.  Miller,  Danville 

Secy  H Marshall  Trusler,  Greenfield 
Annual  Meeting  1989 

8 — Pres  L.  Jane  McDowell,  Muncie 

Secy  Charles  W Bartholomew,  Muncie 
Annual  Meeting  June  7,  1989 

9 — Pres  Timothy  N Brown,  Crawfordsville 

Secy:  R.  Adrian  Lanning,  Noblesville 
Annual  Meeting:  June  14,  1989 

10  — Pres:  Mary  E.  Carroll,  Crown  Point 

Secy:  Barron  M Palmer,  Hammond 
Annual  Meeting  June  28,  1989 

1 1 — Pres  James  P McCann,  Wabash 

Secy:  Fred  C Poehler,  La  Fontaine 
Annual  Meeting  Sept.  20,  1989 

12  — Pres:  Thomas  D.  Smith  III,  New  Haven 

Secv  William  J.  Aeschliman,  Fort  Wayne 
Annual  Meeting:  Sept.  21,  1989 

13  — Pres.  G Beach  Gattman,  Elkhart 

Secy:  Thomas  J Eberts,  South  Bend 
Annual  Meeting  Sept.  13,  1989 

COMMISSION  CHAIRMEN 

Constitution  ami  Bylaws 

Helen  F..  Czenkusch,  Indianapolis 
Legislation 

Edward  L.  Langston,  Flora 
Ph  i/s icia n A s sis ta nee 
Dolores  Burant,  Elkhart 
Medical  Services 

Alfred  C.  Cox,  South  Bend 
Convention  Arrangements 

Charles  O McCormick,  Greenwood 
Medical  Education 
James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T Lukemeyer,  Indianapolis 
Griei'ance 

G Beach  Gattman,  Elkhart 
Future  Planning 

Alvin  J Haley,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B Ramsey,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R King,  Executive  Director 
M ichael  Huntley,  Director  of  Member  Services 
John  Wilson,  Director  of  Finance.  Resident  Medical  Society 
Adele  Lash,  Director  of  Communications 
Julie  Newland,  Director  of  Government  Relations 
Ronald  Dyer,  General  Counsel 
Richard  Ryan,  Field  Services 
Bob  Sullivan,  Field  Services 
Janna  Kosinski,  Field  Services 
Dana  Wallace,  Computer  Services 
Susan  Grant,  Executive  Assistant 
Mary  Alice  Cary,  Executive  Assistant 
Rosanna  Her,  Membership,  Auxiliary,  Students 
Tom  Martens,  Members  Health  Insurance,  CME  Coordinator 
Carolyn  Downing,  Specialty  Society  Services 
Tina  Sims,  Indiana  medicine 
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Dr.  James  A. 
Lemons,  profes- 
sor of  pediatrics 
and  director  of 
the  Section  of 
Neonatal-Peri- 
natal Medicine 
at  the  Indiana  University  School 
of  Medicine,  was  appointed  to  the 
Hugh  McK.  Landon  Professorship 
in  Pediatrics;  the  professorship  is 
one  of  the  most  prestigious  hon- 
ors bestowed  by  the  School  of 
Medicine. 

Dr.  Jay  L.  Grosfeld,  Lafayette, 

F.  Page  Professor  and  Chairman, 
Department  of  Surgery,  Indiana 
University  School  of  Medicine, 
was  elected  president  of  the  Cen- 
tral Surgical  Association  at  its 
recent  meeting  in  Banff,  Alberta, 
Canada. 

Dr.  Chung-Seng  Lee,  Fort 
Wayne,  was  named  a fellow  of  the 
American  College  of  Gastroen- 
terology. 

Dr.  William  R.  Nunery  of  Indi- 
anapolis was  the  featured  speaker 
at  the  annual  meeting  of  the 
American  College  of  Mohs  Micro- 
graphic Surgery  and  Cutaneous 
Oncology  in  Fort  Lauderdale,  Fla.; 
his  topic  was  "Anatomic  Corre- 
lates of  Periorbital  Reconstruc- 
tion." 

Dr.  David  L.  Tennant  of  Fort 
Wayne  retired  in  1988  after  more 
than  40  years  of  medical  practice 
in  family  practice  and  occupa- 
tional medicine. 

Dr.  Frank  J.  Green  has  joined 
the  clinical  cardiology  practice  of 
Nasser,  Smith  and  Pinkerton  Car- 
diology, Inc.,  Indianapolis;  Dr. 
Green's  special  interests  are  exer- 
cise physiology,  echocardiography 
and  receptor  pharmacology. 

Dr.  Jerry  L.  House,  Indianapo- 
lis, presented  lectures  on  "Acous- 
tic Neurinomas"  and  "Audiology" 
at  an  Ear,  Nose  and  Throat  Board 


Review  Course  in  Chicago;  he 
recently  relocated  his  practice  for 
otology  and  neurotology  to  9002 
N.  Meridian  St.,  Suite  204. 

Dr.  Randolph  W.  Lievertz  of 
Indianapolis  spoke  on  "Diagnosis 
and  Management  of  Osteoporo- 
sis" during  a postgraduate  review 
course  sponsored  by  the  Illinois 
Academy  of  Family  Physicians;  he 
also  spoke  to  the  medical  commu- 
nity of  Union  Town,  Pa.,  on  "Bone 
Loss  and  Lipids:  The  Effect  of 
Estrogen  Replacement  Therapy." 

Dr.  John  W.  Luce  and  Dr.  Rade 
M.  Pejic,  both  of  Michigan  City, 
co-authored  a clinical  article  that 
appeared  in  the  January  issue  of 
The  Female  Patient;  the  article  was 
on  masculinizing  adrenocortical 
tumor. 

Dr.  Fred  O.  Butler  of  Indian- 
apolis was  appointed  to  a three- 
year  term  as  Cancer  Liaison  Phy- 
sician for  the  cancer  program  at 
Hendricks  County  Hospital  in 
Danville. 

Dr.  Dale  A.  Sloan  of  Fort 
Wayne  received  a three-year  ap- 
pointment as  Cancer  Liaison  Phy- 
sician for  the  cancer  program  at 
Parkview  Memorial  Hospital  in 
Fort  Wayne. 

Dr.  Louis  A.  Miceli,  Munster, 
received  a Service  Proclamation 
Award  from  Trans  Allied-Medi- 
cal-Educational Services,  Inc.,  of 
Flossmoor,  111.,  in  recognition  of 
his  many  years  of  dedication  to 
the  health  and  welfare  of  handi- 
capped children. 

Dr.  Steven  R.  Smith,  director  of 
occupational  health  and  medicine 
for  Community  Hospital  of  Indi- 
anapolis, was  named  a fellow  of 
the  newly-formed  American  Col- 
lege of  Occupational  Medicine. 

Dr.  Douglas  A.  Triplett  of 
Muncie  was  named  vice-president 
and  director  of  medical  education 
at  Ball  Memorial  Hospital;  he 


succeeds  Dr.  John  L.  Cullison, 
who  retired  after  20  years  in  the 
position. 

Dr.  Kevin  B.  Trewartha  of  Dan- 
ville has  been  certified  by  the 
American  Board  of  Internal  Medi- 
cine. 

Dr.  Richard  W.  Jackson  of 

Greenwood  was  named  a fellow 
of  the  American  Academy  of 
Orthopaedic  Surgeons. 

Dr.  James  E.  Szymanowski, 
Richmond,  was  named  a fellow  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists. 

Dr.  James  L.  Grainger  of  South 
Bend  was  elected  president  of  the 
medical  staff  of  Memorial  Hospi- 
tal of  South  Bend;  Dr.  Larry  G. 
Thompson  of  South  Bend  is  the 
vice-president,  and  Dr.  Norman 
Forrest  of  South  Bend  is  the  secre- 
tary-treasurer. 

Dr.  Stephen  W.  Perkins,  an 
Indianapolis  facial  plastic  surgeon, 
appeared  in  a segment  of  "Good 
Morning,  America"  Feb.  28;  he 
discussed  rhinoplasty. 

Dr.  David  G.  Pietz  of  Bluffton 
was  re-elected  governor  of  the 
American  College  of  Gastroen- 
terology. 

Dr.  Dean  L.  Cook  of  South 
Bend  was  named  to  the  Elkhart 
County  Health  Board. 

Dr.  Bruce  Kephart  of  Bluffton 
was  honored  at  a party  upon  his 
retirement  after  38  years  of  prac- 
tice at  the  Caylor-Nickel  Clinic. 

Dr.  S.  Rahim  Farid  of  Brazil, 
Ind.,  was  elected  chief  of  staff  at 
Clay  County  Hospital. 

Dr.  David  M.  Hadley  of  Plain- 
field  was  appointed  to  the  Hen- 
dricks County  Health  Board. 

Dr.  John  D.  Miller,  president  of 
the  Caylor-Nickel  Clinic  in 
Bluffton,  was  named  a Sagamore 
of  the  Wabash. 

Dr.  James  R.  Davis  of  Indian- 
apolis has  been  named  medical 
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director  of  psychiatric  services  at 
Community  Hospital  North. 

Dr.  David  C.  Esarey  of 
Shelbyville  received  the  Sertoma 
Service  to  Mankind  Award  for  the 
State  of  Indiana. 

Dr.  David  C.  Wilks  of  Mer- 
rillville was  chosen  president  of 
the  medical  staff  at  Methodist 
Hospital  of  Gary;  Dr.  Peter  G. 
Mavrelis  is  the  secretary,  and  Dr. 
Sakda  Suwan  is  the  treasurer.  □ 


New  ISMA  members 

Thomas  B.  Anderson,  M.D., 
Evansville,  internal  medicine. 

James  R.  Baldwin,  M.D.,  Mun- 
cie,  anatomic  and  clinical  pathol- 
ogy- 

Stephen  P.  Bartold,  M.D.,  Terre 
Haute,  nuclear  medicine. 

Patti  J.  Binder,  M.D.,  Evansville, 
family  practice. 

Danilo  J.  L.  Gervacio,  M.D., 
Jeffersonville,  anesthesiology. 

Frank  J.  Green,  M.D.,  Indian- 
apolis, internal  medicine. 

Samuel  M.  Hazlett  III,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Ann  M.  Hilmo,  M.D.,  Val- 
paraiso, neonatal/perinatal  medi- 
cine. 

Sandra  C.  Hollensead,  M.D., 
Louisville,  Ky.,  anatomic  and 
clinical  pathology. 

Mark  F.  Kevin,  M.D.,  Munster, 
internal  medicine. 

Thomas  W.  Kimmel,  M.D., 
Evansville,  anesthesiology. 

Anthony  F.  Klee,  M.D.,  Fort 
Wayne,  anesthesiology. 

Edgardo  G.  Leonidas,  M.D., 
Columbia  City,  obstetrics  and 
gynecology. 

Walter  L.  Norton,  M.D., 
Evansville,  rheumatology. 

Richard  W.  Pearson,  M.D., 
Muncie,  anatomic  and  clinical 


pathology. 

Isadore  M.  Pike,  M.D., 
Evansville,  oncology. 

Rangasamy  Ramachandran, 
M.D.,  Goshen,  neurology. 

Alessandra  G.  Thelia,  M.D., 
Indianapolis,  clinical  pathology. 

Vernon  Vix  Jr.,  M.D., 

Evansville,  internal  medicine. 

Joseph  F.  Waling,  M.D., 
Evansville,  psychiatry. 

Residents 

B.  J.  Bryant,  M.D.,  Indianapolis, 
general  surgery. 

Pamela  H.  Burnett,  M.D., 
Carmel,  family  practice. 

Edward  H.  Gillham,  M.D.,  Indi- 
anapolis, otolaryngology. 

Samuel  A.  Harmon,  M.D.,  No- 
blesville,  otolaryngology. 

Peter  S.  Harvey,  M.D.,  Fort 
Wayne,  family  practice. 

Gina  E.  Laite,  M.D.,  Indianapo- 


Alley,  Thomas  W.,  Indianapolis 
Archangel,  Cesar  S.,  Jeffersonville 
Balasandiran,  Emil  A.,  Marion 
Bennett,  Thomas  W.,  Fort  Wayne 
Black,  Kenneth  A.,  Portage 
Dickhaus,  Carol,  Bargersville 
Ferguson,  James  F.,  Bloomington 
Flueckiger,  Bryan  E.,  Goshen 
Kingma,  Roy  E.,  Demotte 
Kubley,  J.  Daniel,  Plymouth 
Linderman,  Richard  B.,  Indianapolis 


lis,  child  psychiatry. 

Frederick  R.  Lane,  M.D.,  Indi- 
anapolis, colon  and  rectal  surgery. 

Gunwant  S.  Mallik,  M.D., 
Greenwood,  neurology. 

Joseph  P.  Micho,  M.D.,  Indian- 
apolis, diagnostic  radiology. 

Michael  L.  Nicholas,  M.D.,  In- 
dianapolis, psychiatry. 

John  M.  Reid,  M.D.,  Indianapo- 
lis, obstetrics  and  gynecology. 

Anthony  C.  Simchak,  M.D., 
Indianapolis,  neurology. 

David  W.  Stein,  M.D.,  Colum- 
bus, Ohio,  otolaryngology. 

Benjamin  A.  Van  Raalte,  M.D., 
Indianapolis,  plastic  surgery. 

Mark  T.  Viehmann,  M.D.,  Indi- 
anapolis, anesthesiology. 

Gregory  T.  Walker,  M.D., 
Springfield,  111.,  urological  sur- 
gery. 

Lloyd  Williams  III,  M.D.,  Fort 
Wayne,  family  practice.  _1 


Marquez,  Raul  A.,  Indianapolis 
McClure,  Richard  D.,  Carmel 
McPike,  Joseph  D.,  Indianapolis 
Pillay,  Vijayaprasanthana,  Merrillville 
Reeck,  Claude  C.  Jr.,  Indianapolis 
Rettig,  Arthur  C.,  Indianapolis 
Rosenberg,  Gabriel  J.,  Indianapolis 
Solotkin,  David,  Indianapolis 
Sonne,  Thomas  E.,  New  Albany 
Trusler,  H.  Marshall,  Indianapolis 
Weber,  William  E.  Jr.,  Bloomington 


Physician  Recognition  Award  recipients 

The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official 
documentation  of  Continuing  Medical  Education  hours 
earned  and  is  acceptable  proof  in  most  states  requiring  CME 
in  re-registration  that  the  mandatory  hours  of  CME  have 
been  accomplished. 
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Rex  W.  Dixon,  M.D. 

Dr.  Dixon,  79,  Anderson,  died  in 
a nursing  home  Feb.  28. 

He  was  a 1934  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a member  of  the 
American  Academy  of  Family 
Physicians. 

Dr.  Dixon  retired  in  1983,  after 
50  years  as  a practicing  physician. 

Richard  E.  Gery,  M.D. 

Dr.  Gery,  76,  West  Lafayette,  a 
former  chief  of  surgery  at  two 
Lafayette  hospitals,  died  March  11 
at  St.  Elizabeth  Hospital  Medical 
Center  in  West  Lafayette. 

He  was  a 1936  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  surgical 
officer  during  World  War  II.  Dr. 
Gery  was  a general  surgeon  at  the 
Arnett  Clinic  in  Lafayette  from 
1941  to  1975,  when  he  retired.  He 
also  served  twice  as  president  of 
the  clinic's  board  of  directors.  He 
had  been  chief  of  surgery  and 
chief  of  staff  at  Home  Flospital 
and  St.  Elizabeth  Hospital  Medical 
Center. 

Dr.  Gery  was  named  a Saga- 
more of  the  Wabash  by  Gov. 

Roger  D.  Branigin  and  was  a 
member  of  the  ISMA  Fifty  Year 
Club. 

Roger  A.  Hemphill,  M.D. 

Dr.  Hemphill,  82,  a former  chief 
of  staff  of  Roudebush  Veterans 
Administration  Medical  Center  in 
Indianapolis,  died  March  1 at  St. 
Vincent  Hospital  in  Indianapolis. 

He  was  a 1930  graduate  of  Case 
Western  Reserve  University  Medi- 
cal School  in  Cleveland,  Ohio.  He 
also  had  been  chief  of  staff  for 
Veterans  Administration  hospitals 


in  Cleveland  and  in  Dublin,  Ga., 
before  retiring  in  1979. 

Dr.  Hemphill  was  a member  of 
the  American  College  of  Physi- 
cians and  the  American  Thoracic 
Society  and  was  certified  by  the 
American  Board  of  Internal  Medi- 
cine. 

Arlington  M.  Hudson,  M.D. 

Dr.  Hudson,  67,  a family  practi- 
tioner, died  in  Lake  Jackson, 

Texas,  Jan.  16. 

He  was  a 1952  graduate  of  the 
St.  Louis  University  Medical 
School  and  a Navy  veteran  of 
World  War  II.  Dr.  Hudson  prac- 
ticed medicine  in  Connersville 
from  1953  to  1974,  when  he 
moved  to  Texas. 

He  was  a diplomate  of  the 
American  Board  of  Family  Prac- 
tice and  a member  of  the  AMA 
and  the  American  Academy  of 
Family  Physicians. 

Walter  J.  Jurgensen,  M.D. 

Dr.  Jurgensen,  73,  a retired  Fort 
Wayne  family  practitioner,  died  at 


his  home  Feb.  18. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Medical  Corps 
veteran  of  World  War  II.  Dr.  Jur- 
gensen was  a past  president  of  the 
Fort  Wayne  Academy  of  Family 
Physicians  and  a staff  physician  at 
Lutheran  Hospital. 

He  retired  in  1980  after  33  years 
of  family  practice. 

Robert  J.  Miller  Sr.,  M.D. 

Dr.  Miller,  80,  a retired 
Martinsville  general  practitioner, 
died  March  8 at  Bloomington 
Hospital. 

He  received  his  medical  degree 
in  1937  from  the  Indiana  Univer- 
sity School  of  Medicine.  He  was 
former  chief  of  staff  at  Morgan 
County  Hospital  and  an  Army  Air 
Force  veteran  of  World  War  II. 

Dr.  Miller,  a member  of  the 
American  Society  of  Abdominal 
Surgeons,  practiced  in  Evansville 
from  1940  to  1961,  before  he 
opened  a practice  in  Paragon.  He 
retired  in  1976.  □ 


Memorials:  Indiana  Medical  Foundation 

The  Indiana  Medical  Foundation,  Inc.,  was  formed  by  the  Indiana  State 
Medical  Association  "for  religious,  charitable,  scientific,  literary  or  educa- 
tional purposes.”  It  provides  financial  assistance  to  support  the  educational 
mission  of  Indiana  medicine. 

Contributions  made  to  the  foundation  are  deductible  by  donors  in  accor- 
dance with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  federal  es- 
tate and  gift  tax  purposes. 

The  foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remem- 
brance of  the  following  individuals: 

J.  Melvin  Masters,  M.D. 

Nancy  A.  Roeske,  M.D. 

Richard  Sharp 
Elsie  A.  Reid 
Murray  DeArmond,  M.D 


William  R.  Clark,  M.D. 
John  W.  Beeler,  M.D. 
Mildred  Ramsey 
Earl  Mericle,  M.D. 

John  Bush 
Dallas  McKelvey 
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■the  human  side 

Everybody's  creative 

Arthur  R.  Fell,  Ph.D. 

Consultant,  Dale  Carnegie  & Ass. 


Gary  Field  pondered  about  an  idea  he  had  that 
could  increase  productivity  by  a simple  change  in  meth- 
ods. Should  he  tell  his  boss?  The  last  time  he  had  made 
a suggestion,  his  supervisor  poo-poohed  it.  He  said  it 
wouldn’t  work.  Never  gave  him  a chance  to  explain  it. 
Why  bother  now? 

Just  because  you  may  believe  your  ideas  may  be 
rejected  should  not  stop  you  from  being  creative  It  is 
easy  to  give  in  to  discouragement,  but  unless  you  keep 
coming  up  with  ideas,  you  will  stifle  your  own  creative 
capabilities.  Innovation  must  be  honed  by  constant  use. 
People  tend  to  censor  themselves  by  worrying  about 
how  others  will  receive  their  ideas.  Self-censorship  is 
far  worse  than  criticism  of  others  because  it  makes  one 
feel  inadequate.  You  will  make  mistakes;  you  will 
make  suggestions  that  do  not  work;  you  may  even  be 
ridiculed  by  your  boss  or  your  peers.  Don’t  let  this  stop 
you.  Einstein,  Edison,  Whitney  and  Watt  were  all  ridi- 
culed many  times.  Keep  those  creative  ideas  coming. 

Blocking  Creativity 

Everybody  is  creative.  Unfortunately,  the  creative 
juices  which  flow  so  easily  when  nurtured  are  cut  off  in 
most  people — from  childhood  on — by  the  imposition  of 
over-analysis  and  conformity  by  teachers,  parents  and 
eventually  their  bosses.  Too  often  creativity  is  blocked 
by  red-light  thinking.  “Stop  this,”  “It’s  against  com- 
pany policy,”  “We  never  did  it  that  way.”  Instead  of 
looking  for  reasons  not  to  try  new  ideas,  we  should  look 
at  new  ideas  with  open  minds.  Turn  on  the  green  light. 
Explore  it  further.  Expand  your  thinking  about  it  be- 
yond the  obvious. 

Every  idea  is  not  necessarily  going  to  work  or  is 
even  worthwhile  pursuing.  However,  by  at  least  think- 
ing about  it  and  talking  to  others  about  it,  you  can 
explore  its  viability.  If  it  should  be  rejected,  learn  the 
reasons.  Do  not  lose  heart.  Often  the  idea,  as  good  as  it 
appears,  may  not  fit  the  specific  application  or  be  appro- 
priate at  that  time.  This  does  not  mean  it  is  not  good. 
It  also  should  not  be  interpreted  as  a personal  affront. 
It  was  the  idea  that  was  rejected — not  you. 

Developing  Creativity 

Most  people  do  not  really  believe  that  they  are 
creative.  All  their  lives  they  have  been  taught  that 
creativity  is  some  sort  of  special  talent  possessed  only 
by  artists,  inventors  and  geniuses.  Not  true.  Psycho- 
logists have  proven  that  creative  thinking  can  be  devel- 
oped. Here  are  some  of  the  things  you  can  do  to  make 
you  a more  creative  person. 

Observation: 

One  doesn’t  have  to  dream  up  ideas  to  be  creative. 
By  observing  things  around  us  and  applying  what  we 
learn  to  other  situations  is  just  as  creative  as  total 
innovation. 

Stan  Lynch,  manager  of  Hooper  Steel  in  Las  Vegas, 
noted  that  as  more  and  more  gas  stations  became 
“self-service”  and  no  longer  had  facilities  for  oil  change 
and  lubrication  of  cars,  rapid  lubrication  stations 
sprang  up  to  meet  this  need.  Stan  used  one  of  them  for 
his  car  and  was  pleased  with  the  speed  and  quality  of 
the  work 

For  years  Hooper  Steel  had  sent  its  trucks  to  the 
service  department  of  the  dealer  for  their  regular  lubri- 
cations. This  required  sending  two  people  to  bring  the 
truck  to  the  dealer  (one  to  drive  the  other  back  to  the 
shop  in  his  or  her  car),  leave  the  truck  at  the  dealer  all 


day  and  return  to  pick  up  the  truck — again  using  the 
time  of  two  people. 

“Why  not  use  the  rapid  lube  station  for  our  trucks?” 
thought  Stan.  The  result:  By  sending  one  driver  to  the 
rapid  lube  station  and  having  that  person  wait  about  30 
minutes  while  the  truck  was  being  serviced,  Stan 
Lynch  saved  his  company  about  $1600  a month  in  out- 
of-pocket  service  costs  and  lost  time.  In  addition  they 
had  the  use  of  the  truck  for  most  of  the  day. 

Modification: 

Can  you  modify  an  existing  product  or  concept  to 
create  something  different?  The  founders  of  “Think 
Big”  modified  standard  products  by  making  enlarged 
versions  of  them  Their  giant  facsimiles  of  popular 
products  ranging  from  pencils  and  telephone  message 
pads  to  animals  and  furniture  created  a whole  new 
market  in  advertising,  decoration  and  novelties. 

The  growth  of  our  computer  and  electronic  indus- 
try is  based  on  modification  by  the  miniaturizing  of 
electronic  systems  and  components  into  microchips. 

Substitution: 

Darlene  Alioto,  office  manager  of  Mass  Mailers, 
was  having  a difficult  time  retaining  personnel  in  an 
extremely  dull  routine  job:  stuffing  brochures  and  sam- 
ples into  envelopes.  The  nature  of  the  job  was  such  that 
it  could  not  be  done  by  the  standard  automated  equip- 
ment. Not  only  was  the  turnover  cost  expensive,  but  she 
could  never  be  sure  that  somebody  would  be  there  to  do 
the  job.  She  reasoned  that  if  so-called  “normal”  people 
found  this  job  so  boring,  perhaps  mentally  retarded 
people  might  not.  By  filling  the  jobs  with  these  “slow 
learners,”  Darlene  was  able  to  hire  workers  who  have 
become  steady  and  valued  employees. 

Eliminations: 

Gil  Waterman  was  irate.  His  company  added  still 
another  form  for  salespeople  to  complete.  How  could  he 
be  out  there  selling  when  there  was  so  much  paper 
work?  When  he  complained  to  his  sales  manager,  she 
shrugged  her  shoulders  and  said  they  needed  the  infor- 
mation “upstairs.”  Gil  took  all  the  forms  he  was  re- 
quired to  complete,  set  them  side  by  side  and  analyzed 
what  information  was  required.  It  became  apparent 
that  there  was  a good  deal  of  duplication  of  data.  In- 
stead of  griping  about  it,  Gil  designed  a new  form  that 
would  provide  the  necessary  facts  to  management  and 
was  easy  to  complete.  This  not  only  made  the  sales- 
person’s job  easier,  but  saved  the  company  considerable 
time  and  money.  An  added  benefit  it  started  the  com- 
pany on  a systematic  review  and  revision  of  all  forms 
leading  to  elimination  of  many  outdated  and  unneces- 
sary reports. 

These  are  only  a few  ways  the  creative  juices  can  be 
stimulated  By  stretching  your  imagination,  by  expan- 
ding your  horizons,  by  breaking  with  conventional  ap- 
proaches to  problems,  you  can  become  more  inventive, 
solve  difficult  problems  and  initiate  and  implement  ex- 
citing new  concepts.  This  will  not  only  be  of  benefit  to 
your  company,  but  will  give  you  that  great  feeling  of 
accomplishment  when  you  see  your  ideas  successfully 
implemented. 

Pocket/purse  size  reprints  may  be  purchased  (10  for 
$10.00)  or  (25  for  $20.00)  from  Dale  Carnegie  & Associates, 
Inc.  1475  Franklin  Avenue,  Garden  City,  NY  11530 


Copyright  1986  Dale  Carnegie  & Associates,  Inc.  Garden  City,  N Y.  All  rights  reserved.  No  copies  or  reprints  may  be  made. 
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INTERNAL  MEDICINE  PHYSICIAN 

needed  for  new  practice  to  be 
located  on  the  southwest  side  of 
Indianapolis,  Send  CV  to  Physician, 
P.O.  Box  474,  Carmel,  IN  46032, 

MEDICAL  ONCOLOGIST  (BC  or  BE)  - 

Full-time  oncologist  needed  for 
busy,  growing  practice.  Send  CV 
to  Oncology,  8330  Naab  Road, 
Suite  135,  Indianapolis,  IN  46260. 

FAMILY  PRACTICE  - Acute  care 
facility  in  central  Iowa  seeks  family 
practitioner  to  join  group.  Thriving 
practice.  Two  clinics  with  strong 
hospital  support.  Call  coverage 
and  backup  excellent.  Obstetrics 
required.  Hospital  and  clinics  well- 
equipped  and  have  spacious  fa- 
cilities. Desirable  community.  Of- 
fering competitive  income  and 
benefits.  Call  Michael  Krier,  1-800- 
332-0488. 

RENT  DELUXE  CONDOMINIUM  on 

Kauai's  fabulous  North  Shore.  45- 
hole  golf  course,  Princeville,  site  of 
LPGA  event,  ranked  in  top  100 
courses  in  the  world.  Secluded 
beach,  windsurfing  and  snorkeling. 
Phone  (317)  662-6257. 

BOARD  CERTIFIED  radiologist  in  his 
early  30s,  trained  in  all  modalities, 
wishes  to  relocate  to  the  Midwest 
Prefers  solo  or  at  most  two-man 
group  with  one  or  more  busy  hos- 
pitals who  have  MR  or  potential  for 
it  along  with  the  usual  diagnostic 
modalities.  Licensed  in  Illinois,  Ken- 
tucky and  Indiana.  Call  (502)  825- 
8375. 

CENTRAL  INDIANA  - Full  or  part- 
time  emergency  medicine  position 
available  immediately.  BE/BC  in 
family  practice,  internal  medicine 
or  emergency  medicine.  80-bed 
hospital  with  approximately  7,000 
visits  annually.  Located  25  miles 
from  Indianapolis  on  major  inter- 
state. Paid  malpractice.  Contact: 
M.P.  Forkin,  M.D.,  Witham  Memorial 
Hospital,  P.O.  Box  1200,  Lebanon, 

IN  46052,  (317)  482-8667. 


FAMILY  PRACTICE  - Hospital-spon- 
sored  clinic  opportunity.  Dynamic, 
growth-oriented  hospital  in  beauti- 
ful north  central  Wisconsin  is  seek- 
ing two  family  physicians  for  a new 
clinic  facility  currently  being  con- 
structed. The  administrative  bur- 
dens of  medical  practice  will  be 
minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed 
to  an  income  and  benefit  pack- 
age that  is  significantly  higher  than 
similar  opportunities.  Package 
includes  base  income,  incentive 
bonus,  malpractice,  disability,  sign- 
ing bonus  and  student  loan  reduc- 
tion/forgiveness program.  All  relo- 
cation costs  will  be  borne  by  the 
hospital.  Please  contact:  Dan 
McCormick,  President,  Allen 
McCormick,  France  Place,  Suite 
920,  3601  Minnesota  Drive,  Bloom- 
ington, MN  55435,  (612)  835-5123. 

FAMILY  PHYSICIANS  needed  to  join 
growing  MD  multi-specialty  group. 
Board-certified  or  board-eligible 
preferred.  Salary  negotiable  plus 
bonus  and  excellent  fringe  bene- 
fits. Send  CV  to  Family  Care,  Inc., 
150  W.  Angela  Blvd.,  South  Bend, 

IN  46617. 

VALPARAISO,  INDIANA  - Full-  or 
part-time  physician  experienced  in 
emergency  medicine,  family  medi- 
cine or  ambulatory  care  of  all  age 
groups  to  staff  urgent  care  center 
seeing  12,000+  patients  per  year. 
Affiliated  with  full-service  hospital 
and  EMS  system.  Contact:  Don 
Wadle,  Assistant  Administrator,  814 
LaPorte  Ave.,  Valparaiso,  IN  46383, 
(219)  759-6120.  Enclose  CV  with 
mailing. 

ITEMS  FOR  SALE:  ATL  4000  S/L  and 
Ultramark  IV  ultrasound  units.  Both 
almost  new.  Fully  equipped,  all 
accessories.  Complete  medical 
library.  More  than  30  journal  titles 
from  the  past  10  years,  bound. 
Books,  shelves,  fixtures.  Topaz  line 
conditioner  25/40.  Mark  IV 
sigmoidoscopy  table.  EMI  CT  unit. 
Will  deliver.  Call  (502)  825-8375. 


PEDIATRICIAN,  RICHMOND  - To  join 
five-person  group.  Excellent  op- 
portunity. Pediatric  Center,  1434 
Chester  Blvd.,  Richmond,  IN  47374. 
(317)  966-5527. 

FOR  RENT  - Doctor's  office.  1 ,300 
square  feet.  Heat  furnished.  Ideal 
for  specialist  or  GP.  Excellent  park- 
ing. Rensselaer,  Ind.  Call  Dr.  T. 
Henley,  (219)  866-7552. 

GENERAL  SURGEON,  BE/BC  to  join 
me  in  my  solo  general  surgery 
practice.  Small  town  (7,000)  in 
northeast  Indiana.  A great  lake 
area,  good  place  to  rear  a family. 
Would  be  nice  if  you  shared  my 
interests  in  aviation.  Send  CV  to 
Joseph  A.  Greenlee  Jr.,  M.D., 
F.A.C.S.,  439  Water  St.,  Kendallville, 
IN  46755  or  call  (219)  347-3093, 
home,  or  (219)  347-2231,  office. 

FAMILY  PHYSICIAN,  general  practi- 
tioner or  internist  wanted  to  join 
three-man  group  in  west  central 
Indiana.  Competitive  salary  and 
percentage  arrangement.  Part- 
nership arrangement  possible  after 
one  year.  Contact  Frank  Swaim, 
M.D.,  Parke  Clinic,  503  Anderson 
St.,  Rockville,  IN  47872;  (317)  569- 
3182. 

FAMILY  PRACTICE  PHYSICIAN 

wanted  for  part-time,  two  or  three 
days  per  week,  office  only,  occa- 
sional night  call.  Potential  $50,000 
per  year  income.  To  join  practic- 
ing physicians.  Excellent  part-time 
job  for  a physician  who  is  the  par- 
ent of  growing  children.  Green- 
field is  15  minutes  from  Indianapolis 
on  Interstate  70  and  provides  a 
rural  atmosphere.  New  office  with 
excellent  facilities.  Write:  James  T. 
Anderson,  M.D.,  400  Green  Mead- 
ows Drive,  Greenfield,  IN  46140. 

FOR  SALE:  Lifeline  multi-function 
ECG  testing  system  and  treadmill, 
fully  automated,  for  resting  and 
stress  ECG  procedures,  capable  of 
Holter  monitoring.  Call  (31 7)  674- 
7771. 
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BE  A PART  of  an  exciting  new  com- 
munity developing  in  north  central 
Indiana.  A professional  complex 
intended  to  house  medical/dental 
specialists  is  currently  under  con- 
struction. Rapidly  growing  popula- 
tion of  middle  and  upper  class  resi- 
dents. Office  space  can  be  built 
to  your  specifications.  Contact 
JCM  Realty:  (219)  232-2314. 

INTERNIST  - Indianapolis  practice. 
Seeking  internist  with  an  interest  in 
geriatrics.  Excellent  salary  and 
benefits  including  CME  and  mal- 
practice. Flexible  scheduling.  CV 
to  Judy  Burnett,  4930  N.  Pennsylva- 
nia, Indianapolis,  IN  46205. 

IMMEDIATE  CARE  PHYSICIANS 
WANTED  - Need  to  be  trained 
and/or  experienced  in  areas  of 
medicine  that  deal  with  acute/ 
urgent  care,  such  as  minor  trauma, 
acute  illnesses  and  injuries  and 
physical  exams  in  all  age  groups. 
No  hospital  work.  Greater  Indian- 
apolis area.  Well-known  group. 
Good  salary/fringe  benefit  pack- 
age. Contact:  Michael  D.  Bishop, 
M.D.,  FACEP,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Ste.  A, 
Bloomington,  IN  47401  - (812)  333- 
2731. 

FAMILY  PRACTICE  OPPORTUNITY  - 

BC/BE;  north  central  Indiana;  flex- 
ible ER  schedule  for  fully  accred- 
ited county  hospital  in  return  for 
exceptional  income,  opportunity 
to  set  up  own  zero  overhead  prac- 
tice, comprehensive  benefits  with 
all  factors  negotiable  to  meet 
specific  practitioner  needs.  Send 
CV  or  contact  collect:  James 
Wyatt,  Corporate  Staffing  Re- 
sources, 420  S.  Fourth  St.,  Elkhart,  IN 
46516  - (219)  522-2396. 


INTERNIST  BE/BC  - North  Shore  Inter- 
nal Medicine,  PC  is  seeking  an  en- 
ergetic general  internist  to  enjoy 
the  benefits  of  a rapidly  expand- 
ing practice.  New  office  close  to 
hospital.  Michigan  State  Medical 
School  Campus.  Send  resume  to 
2420  First  Ave.  South,  Escanaba,  Ml 
49829  - (906)  786-1563. 

RENT  LUXURIOUS  FLORIDA  condo- 
minium, Hutchinson  Island.  Two 
bedroom,  two  bath.  On  golt 
course,  pool,  private  beach.  Call 
Tom  Stayton,  (317)  237-4535. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Sherry  Bussel,  Midwest  Medical 
Management,  Inc.,  528  Turtle 
Creek,  North  Drive,  Suite  F-4,  Indi- 
anapolis, IN  46227  - (317)  783-7474. 

EMERGENCY  PHYSICIAN  - Excellent 
opportunity  for  experienced  emer- 
gency physician.  Full-time  position 
available  in  three-man  group  ex- 
panding to  four.  Guaranteed  rate 
of  compensation.  Malpractice  in- 
surance provided.  150-bed  hospi- 
tal with  15,000  ER  patients  per 
year.  C/O  Mark  G.  Doyle,  M.D., 
1000  N.  16th  St.,  New  Castle,  IN 
47362  - (317)  521-1 159. 

FAMILY  PRACTICE  FOR  SALE  - Small 
town,  high  income.  Hospital  in 
town,  OB/ER/  optional.  Hospital 
may  assist  financially.  Chicago  90 
minutes.  South  Bend  60  minutes. 
Reply:  P.O.  Box  93,  Valparaiso,  IN 
46384. 


INTERNIST/OR  INTENSIVIST:  BC/BE 
to  join  a busy  three-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Position  available  immedi- 
ately. Reply:  Box  19616,  Indian- 
apolis, IN  46219. 

INDIANAPOLIS,  INDIANA  Met 

roHealth,  a division  of  Mefhodist 
Hospital,  is  seeking  board  certified 
or  board  eligible  physicians  in  OB/ 
GYN,  internal  medicine,  family 
medicine  and  dermatology  (part- 
time  position).  MetroHealth,  an  es- 
tablished multi-specialty  physician 
group,  offers  an  excellent  blend  of 
practice  and  lifestyle,  professional 
liability  and  competitive  salary  and 
benefits.  Please  contact:  Lowell 
M.  Weiner,  M.D.,  Medical  Director, 
MetroHealth,  P.  O.  Box  1367,  Indi- 
anapolis, IN  - (317)  929-2713. 

ILLINOIS  - Great  opportunity  for  an 
experienced  emergency  physician 
to  join  a career  emergency  group 
practicing  in  western  and  south- 
western suburbs  of  Chicago. 

Please  contact  Debbie  Aber  (312) 
327-0777  or  send  your  CV  to: 
Emergency  Medicine  S.C.,  2142  N. 
Sedgwick  St.,  Chicago,  IL  60614. 

INDIANA  - Excellent  opportunity  for 
an  experienced  physician  to  join  a 
career  emergency  group  practic- 
ing in  northwestern  Indiana  near 
Chicago.  Please  contact  Debbie 
Aber  (312)  327-0777  or  send  your 
CV  to:  Emergency  Medicine  S.C., 
2142  N.  Sedgwick  St.,  Chicago,  IL 
60614.  □ 
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IMPORTANT  NOTICE 


The  Medical  Licensing  Board  of 
Indiana  sent  renewal  notices  May  1 for 
license  renewal  fees  due  June  30,  1989. 
There  is  no  grace  period  this  year.  Any 
physician  who  does  not  pay  the  re- 
newal fee  by  the  June  30  deadline  will 
have  to  pay  a $50  penalty  in  addition 
to  the  $50  renewal  fee.  If  you  have 
moved  since  last  receiving  your  renewal 
registration  form,  please  notify  the  Medi- 
cal Licensing  Board. 


A FINAL  REMINDER:  Failure  to  re- 
new your  license  will  render  your  license 
to  practice  medicine  invalid. 


Are  you  reading  this  ad? 


So  are  thousands  of  others.  Reach 
more  than  6,000  physicians  with  a 
display  ad  in  Indiana  medicine,  the 
journal  of  the  Indiana  State  Medical 
Association. 


For  additional  information,  contact 
Indiana  medicine,  3935  N.  Meridian 
St.,  Indianapolis,  IN  46208  - (317) 


925-7545. 


Advertising  index 


Affiliated  Physicians  Services Cover 

American  Medical  Association 373 

Brown  Pharmaceuticals 357 

Central  Pharmaceuticals 387 

Endless  Vacation  Travel 392 

European  Autosports 387 

Family  Practice  Recertification 365 

General  Computer  Corp 367 

Havan  ITeritage  House 343 

Indiana  Medical  Foundation 415 

Investment  Tradition 366 

Jackson  & Coker 338 

Lilly,  Eli  & Co 393 

Lincoln  National  Life 385 

Marion  Laboratories 345,  346,  379,  380 

Medical  Accounts  Group 347 

Medical  Protective 349 

Ohio  State  University  Hospitals 392 

Palisades  Pharmaceuticals 346 

Peoples  Bank 375 

Peoples  Drug 341 

Physicians'  Directory 394 

Physicians  Insurance  Co.  of  Indiana 381 

Roche  Laboratories Covers 


Shanks  AutoPlex 342 

Technical  Resource  Group 342 

University  Microfilms 414 


In  accepting  advertising  for  publication,  Indiana  medicine  has 
exercised  reasonable  precaution  to  ensure  that  only  reputable, 
factual  advertisements  are  included.  However,  we  do  not 
have  facilities  to  make  comprehensive  or  complete  investiga- 
tion, and  the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physical  appli- 
ances are  to  be  regarded  as  those  of  the  advertisers  only. 
Neither  sanction  nor  endorsement  of  such  is  warranted,  stated 
or  implied  by  the  association. 


Are 


you  moving 


9 


A 


If  so,  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  3935 
N.  Meridian  St.,  Indianapolis,  IN  46208,  at  least  six  weeks  before  you  move. 


Name: 

Address: 

City: 


Slate:  Zip: 

County: 

Office  phone:  Home  phone: 


IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose1 

First- week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protea  Your  Presaibing  Decision: 
Specify  “Do  not  substitute.” 


Iimbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /Cj- 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VI. 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /T7 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  tile,  Hoffmann-La  Roche  Inc,,  Nutley,  N|.  2.  Feighner)P, 
et a/.  Psychopharmacology  61 .-217 -225,  Mar  22,  1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants: 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  unnary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  ( eg .,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  EOT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  efface  and  tongue,  pniritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  TTeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  TM-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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nationwide 


□ Expertise  that  produces 

unparalleled  results  in  recruiting 
quality  physicians 
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■stethoscope 


OIG  recommends  changes  in  The  AMA  is  questioning  conclusions  drawn  from  a new  study  re- 
referrals  to  physician  labs  leased  by  the  Office  of  Inspector  General  (OIG)  indicating  that  pa- 

tients of  physicians  who  own  or  invest  in  labs  receive  45%  more  lab 
services  than  Medicare  patients  in  general.  The  OIG  report  recom- 
mends six  possible  options  for  addressing  greater  utilization  of  serv- 
ices by  patients  of  physician-owners  and  investors. 

• Implement  a post-payment  utilization  review  by  carriers  directed 
at  physicians  who  own  or  invest  in  other  health  care  facilities. 

• Require  physicians  to  disclose  financial  interest  to  patients. 

• Improve  enforcement  of  current  anti-kickback  authorities. 

• Institute  private  right  of  action  for  anti-kickback  cases. 

• Prohibit  physicians  from  referring  patients  to  certain  types  of 
entities  in  which  they  have  a financial  interest. 

• Prohibit  physicians  from  referring  patients  to  any  entity  in  which 
they  have  a financial  interest. 

The  AMA  supports  the  first  five  options  but  opposes  the  latter. 
Without  physician  investment,  there  often  is  no  other  avenue  to  im- 
prove the  quality  of  health  care  locally.  Investment  in  new  facilities 
improves  patient  access  to  care,  the  AMA  says. 


Key  Contact  seminars  offered  The  ISMA  Government  Relations  Department  will  conduct  regional 

Key  Contact  seminars  during  the  summer  and  early  fall.  The  semi- 
nars will  provide  information  about  the  legislative  process  and  how 
to  establish  local  grass-roots  lobbying  networks.  If  you  are  inter- 
ested in  having  a Key  Contact  Seminar  in  your  area,  call  Kim  Wil- 
liams or  Julie  Newland  at  1-800-382-1721. 


Constituent  Skills  Workshop 
scheduled  for  August 


Political  consultants,  Michael  E.  Dunn  and  associates,  AMA  legisla- 
tive staff  and  a member  of  the  Indiana  General  Assembly  will  join 
the  ISMA  staff  for  a Constituent  Skills  Workshop  Aug.  23.  The 
workshop,  sponsored  by  IMPAC  and  ISMA's  Government  Relations 
Department,  will  update  physicians  and  spouses  in  federal  legisla- 
tive and  political  skills.  Scheduled  from  8:30  a.m.  to  4:30  p.m.,  at  the 
Adams  Mark  Hotel  in  Indianapolis,  the  conference  will  cover:  the 
importance  of  political  participation;  legislative  process  fundamen- 
tals; federal  and  state  legislative  briefings;  and  a role-playing  exer- 
cise. There  is  no  cost  to  attend,  but  space  is  limited  to  50.  Call 
Susan  Grant  at  ISMA  for  more  information.  □ 
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■ medical  museum  notes 


Charles  A.  Bonsett,  M.D. 
Indianapolis 

These  physicians  illustrated  in 
caricature  are  identified  with 
medical  education  in  Indiana  at 
the  turn  of  the  century. 

Dr.  John  F.  Barnhill  (1865  to 


Dr.  John  F.  Barnhill,  physician. 


Dr.  Joseph  Rilus  Eastman,  gen- 
eral surgeon.  The  Joseph  East- 
man Hospital. 


1943)  was  a graduate  of  the  Cen- 
tral College  of  Physicians  and 
Surgeons  in  Indianapolis  in  1888. 
He  took  a leading  part  in  estab- 
lishing the  Indiana  University 
School  of  Medicine.  Barnhill 
Drive  on  the  Indiana  University 
Medical  Center  campus  is  not 
named  for  him  as  many  people 
erroneously  believe,  but  rather  for 
one  of  Dr.  Barnhill's  ancestors. 

Dr.  Joseph  Rilus  Eastman  (1872 
to  1943)  graduated  from  the  Cen- 
tral College  of  Physicians  and 
Surgeons  in  Indianapolis  in  1894. 
Dr.  Eastman  was  a founder  and 
governor  of  the  American  College 
of  Surgeons  and  was  a professor 
of  surgery  at  the  Indiana  Univer- 
sity School  of  Medicine.  The  hos- 
pital founded  by  his  father  is 
shown  in  the  background. 

Dr.  Thomas  B.  Eastman  (1869  to 
1918),  was  the  brother  of  Joseph 
Rilus  Eastman  and  son  of  Dr. 
Joseph  Eastman  (a  celebrated  pio- 
neer surgeon  in  Indiana).  Dr. 
Eastman  was  a former  president 
of  the  Indianapolis  Board  of 


Health  and  a member  of  the  fac- 
ulty of  the  Indiana  University 
School  of  Medicine. 

Dr.  Henry  Jameson  (1848  to 
1924)  had  two  careers.  In  his 
medical  career,  he  held  several 
different  chairs  in  the  Medical 
College  of  Indiana.  At  the  time  of 
the  union  of  the  proprietary 
schools  with  the  Indiana  Univer- 
sity School  of  Medicine,  he  was 
dean  of  the  Indiana  Medical  Col- 
(continued  on  page  459) 


Dr.  Henry  Jameson,  physician. 


Dr.  Thomas  B.  Eastman,  surgeon. 


Dr.  Frank  B.  Wynn,  physician. 
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sa  what's  new 


Cervical  Cap  Limited,  in  an 

agreement  with  Lamberts 
(Dalston)  Limited  of  Luton,  Eng- 
land, will  distribute  the  Prentif™ 
Cavity-Rim  Cervical  Cap  in  the 
United  States  and  Canada  after 
receiving  approval  from  the  U.S. 
Food  and  Drug  Administration 
almost  a year  ago.  Prentif  is  the 
only  cervical  cap  approved  for  use 
in  the  United  States  by  the  FDA. 
The  cap  is  a prescription  device, 
initially  fitted  by  a physician. 
Women  are  taught  how  to  use  it 
and  then  can  place  and  remove  it 
themselves.  During  clinical  inves- 
tigations spanning  more  than  10 
years,  more  than  50,000  women 
tested  the  device  without  toxic 
shock  syndrome,  undue  bleeding 
or  significant  infection. 

The  American  Society  of  Inter- 
nal Medicine's  new  guide,  “In- 
creasing Office  Efficiency,"  can 
help  physicians  and  their  staffs 
cope  with  the  intensifying  admin- 
istrative demands  of  medical  prac- 
tice. The  guide  contains  sugges- 
tions on  how  to  weed  out  factors 
that  hamper  office  efficiency  by 
making  the  best  use  of  time,  ef- 
fort, skills,  talents  and  technologi- 
cal resources.  This  guide  is  one  in 
a series  of  14.  The  guides  are  $3 
each  if  ordered  individually  or 
$20  for  a set  of  any  eight  guides. 

Roche  Laboratories  has  intro- 
duced new,  single  vial  packaging 
for  Roferon®-A.  The  new  package 
eliminates  the  significant  financial 
investment  and  storage  space 
required  with  standard  10-vial 
supplies.  Roferon®-A  is  the  only 
marketed  alfa  interferon  available 
in  a convenient,  ready-to-use  solu- 
tion that  can  be  self-administered 
at  home.  It  is  used  for  the  treat- 
ment of  hairy  cell  leukemia  and 
AIDS-related  Kaposi's  sarcoma  in 
select  patients. 


Bristol-Meyers  Co.  has  intro- 
duced Questran®  Light,  a better 
tasting,  low  calorie,  less  bulky 
formulation  of  its  cholesterol- 
lowering drug,  Questran®. 

Known  generally  as  cholestyram- 
ine, Questran  is  recognized  as  a 
"drug  of  first  choice"  in  choles- 
terol reduction,  according  to  the 
National  Institutes  of  Health 
(NIH).  Questran  was  the  drug 
used  in  the  NIH's  10-year  Lipid 
Research  Committee-Coronary 
Primary  Prevention  Trial  in  which 
those  who  followed  a diet  moder- 
ately low  in  cholesterol  and  took 
the  recommended  dosage  of 
Questran  reduced  their  risk  of 
coronary  heart  disease  by  39.3%. 

American  Biogenetic  Sciences, 

a University  of  Notre  Dame-based 
company,  has  announced  an  eco- 
nomical and  accurate  diagnostic 
test  kit  to  measure  a patient's  risk 
for  heart  attack  or  stroke.  The  test 
kit  determines  the  level  of  fibrino- 
gen in  a patient's  blood.  The  test, 
which  is  suitable  for  a doctor's 
office,  may  be  available  for  distri- 
bution in  Europe  before  the  end  of 
this  year  and  for  U.S.  distribution 
before  the  end  of  1990. 


Eastman  Kodak  Co.  has  intro- 
duced SureCell  herpes  (HSV)  test 
kit.  The  kit  is  the  first  rapid  test 
that  may  be  performed  in  the 
physician's  office  without  expen- 
sive laboratory  instruments.  It 


News  of  what  is  new  in  the 
medical  supply  industry  is  com- 
posed of  abstracts  from  news 
releases.  Each  item  published 
does  not  necessarily  constitute  an 
endorsement  of  a product  or 
recommendation  for  its  use  by 
Indiana  medicine  or  by  the  Indi- 
ana State  Medical  Association. 


may  be  used  to  test  for  active  her- 
pes 1 and  2 from  genital,  anal  or 
external  nongenital  samples.  Test 
results  are  available  in  12  minutes 
and  are  displayed  in  an  easy-to- 
see  pattern  that  double-checks  the 
reagents  and  the  test  procedure  to 
ensure  accuracy. 

Inventive  Products,  Inc.,  has 

announced  the  Sensor  Pad,  a de- 
vice that  increases  the  sense  of 
touch.  The  pad  makes  breast  self- 
examination  easier,  more  comfort- 
able and  thorough.  The  9-inch 
latex  pad  contains  a small  amount 
of  medical  grade  lubricant  to 
eliminate  friction  and  other  un- 
wanted sensations.  Clinical  stud- 
ies have  shown  the  use  of  this  pad 
can  increase  the  percentage  of 
women  performing  breast  self-ex- 
amination. 


Wampole  Laboratories  has  an- 
nounced a Lyme  (B.  burgdorferi) 
IgM  immunofluorescent  assay. 

The  test  is  available  for  research 
use  only  and  complements  the 
company's  existing  IFA  test, 
which  is  designed  to  simultane- 
ously detect  IgG  and  IgM  antibod- 
ies. Lyme  disease  has  been  re- 
ported in  almost  every  state  in  the 
United  States.  In  certain  areas  of 
the  country,  the  disease  is  nearing 
epidemic  proportions.  Conse- 
quently, the  demand  for  rapid 
and  early  diagnosis  is  increasing. 


United  Pacific  Industries  has 

produced  the  ULTRA  SHIELD 
line  of  latex  and  vinyl  examina- 
tion gloves  as  a result  of  combin- 
ing a new  factory  with  the  latest 
manufacturing  techniques.  Flaws 
and  defects,  such  as  pinholes, 
tearing  and  streaking,  virtually 
have  been  eliminated.  The  gloves 
are  available  in  small,  medium 
and  large  sizes  in  latex,  vinyl  and 
powder-free  forms.  □ 
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Dosing  Flexibility 

JVndroid5  10 


Methyltestosterone  U.S.P Tablets 

I\n DROID  F 

Fluoxymesterone  U.S.P  Tablets,  10  mg. 


I REFER  TO 

PDR 

For  Full  Prescribing 
Information, 
Please  See  PDR 


BROWN  PHARMACEUTICAL  COMPANY,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


■cme  calendar 


Methodist  Hospital 

Methodist  Hospital  will  sponsor 
the  following  continuing  medical 
education  events  in  June,  August 
and  September: 

June  11-1 7—  Mini-Fellowship  in 
Management  of  Dia- 
betes, Camp  John 
Warvel,  Nashville, 
Ind.  This  program 
also  will  be  held 
June  18  to  24  and 
June  24  to  July  I 
June  29-30-  15th  Annual 

Wishard  Lecture, 
Methodist  Hospital, 
Indianapolis. 

Aug.  18-20-  Immunologic  Obstet- 
rics Symposium, 
Methodist  Hospital 
Auditorium,  Indian- 
apolis. 

Sept.  8-9  - Advanced  Trauma 
Life  Support,  Meth- 
odist Hospital  Wile 
Hall,  Indianapolis. 

For  more  information,  call 
Dixie  Estridge,  CME  coordinator, 
Methodist  Hospital  of  Indiana,  at 
(317)  929-3733. 


Indiana  University 

The  Indiana  University  School 
of  Medicine  will  sponsor  the  fol- 
lowing continuing  medical  educa- 
tion courses  for  July  and  August: 
July  10-19-  74th  Annual  Anat- 
omy and  Histopa- 
thology  of  the  Head 
and  Neck  and  Tem- 
poral Bone,  Indiana 
University  Medical 
Center,  Indianapolis. 
July  21-22-  HIV  Infection  in 
Primary  Medical 
Practice,  University 
Place  Executive  Con- 
ference Center  and 
Hotel,  Indianapolis, 
(see  page  463  for 
more  information). 
Aug.  11-12-  Surgical  Oncology 


Meeting,  University 
Place  Executive  Con- 
ference Center  and 
Hotel,  Indianapolis. 

For  information,  call  Melody 
Dian,  assistant  director.  Continu- 
ing Medical  Education,  (317)  274- 
8353. 

The  Cape  Cod  Institute 

The  Cape  Cod  Institute  will 
celebrate  its  10th  anniversary  this 
year.  The  Tenth  Cape  Cod  Insti- 
tute will  consist  of  20  week-long 
courses  starting  June  26  and  end- 
ing Sept.  1 . 

Some  topics  to  be  discussed 
include  neuropsychology,  psycho- 
therapy, childhood  psychopathol- 
ogy, clinical  hypnosis  and  marital 
therapy.  Tuition  is  $370  for  the 
first  program  and  $225  for  each 
additional  program. 

To  obtain  a catalog  listing  of  the 
programs,  contact  the  Cape  Cod 
Institute,  Albert  Einstein  College 
of  Medicine,  1303  Belfer  Building, 
Bronx,  NY  10461  - (212)  430-2307. 

University  of  Michigan 

The  University  of  Michigan  will 
present  the  15th  Annual  Mackinac 
island  Course,  "Advances  in  the 
Management  of  Infectious  Dis- 
eases," at  the  Grand  Hotel  Aug.  25 
through  28. 

The  fee  for  the  course,  which  is 
sponsored  by  the  university's  Di- 
vision of  Infectious  Diseases  and 
Department  of  Internal  Medicine, 
is  $260.  The  fee  for  attending  just 
one  day  of  the  program  is  $110. 

For  a program  brochure,  contact 
Pattie  Goble,  registrar.  Office  of 
CME,  Towsley  Center,  Box  0201, 
University  of  Michigan  Medical 
School,  Ann  Arbor,  Ml  48109- 
0201,  or  call  1-800-962-3555. 


Washington  University 

The  Washington  University 
School  of  Medicine  will  present  a 


"Symposium  on  Asthma"  in  St. 
Louis  July  20. 

The  program  chairman  will  be 
Phillip  E.  Korenblat,  M.D.  Partici- 
pants will  receive  8.5  hours  of 
AMA  Category  I CME  credit.  For 
more  information,  contact  Cathy 
Caruso,  660  S.  Euclid,  St.  Louis, 
MO  63110  - 1-800-325-9862. 

Berkshire  Conference 

The  Fifth  Annual  Berkshire. 
Medical  Conference  will  be  held 
throughout  July  at  the  Country 
Inn  and  Conference  Center  at 
Jiminy  Peak  in  Hancock,  Mass. 

"Advances  in  Cardiology"  will 
be  the  subject  of  the  first  confer- 
ence July  13  through  15.  "Special 
Challenges  in  General  Medicine” 
will  be  the  topic  of  the  second 
conference  July  20  through  22. 

For  more  information,  contact 
the  Area  Health  Education  Center, 
725  North  St.,  Pittsfield,  MA  01201 
- (413)  447-2417. 

Menninger  Foundation 

The  Menninger  Foundation  will 
sponsor  a workshop  for  physi- 
cians and  their  spouses  July  23 
through  28.  This  workshop  will 
focus  on  balancing  commitments 
to  family  and  profession.  Physi- 
cians and  spouses  are  expected  to 
participate.  The  reservation  dead- 
line is  June  23.  For  information, 
call  the  registrar  at  (303)  349-7561. 

American  Cancer  Society 

The  National  Conference  on 
Breast  Cancer  will  be  conducted 
by  the  American  Cancer  Society 
July  19  through  21  at  the  Westin 
Hotel  in  Chicago.  The  registration 
fee  for  physicians  is  $200,  if  post- 
marked by  the  June  28  deadline. 
The  fee  is  $250  after  June  28.  For 
more  information,  write  the  Na- 
tional Conference  on  Breast  Can- 
cer, 1599  Clifton  Road,  N.E.,  At- 
lanta, GA  30329.  J 


432 


INDIANA  MEDICINE/June  1989 


The  Indiana  University  School  of  Dentistry 
Invites  You  to  Attend  a Seminar: 


I.U.  School  of  Dentistry 
TMJ  Disorders  Seminar 

September  29,  1989 

at  the 

University  Place  Conference  Center 
Indiana  University-Purdue  University 
at  Indianapolis 

Faculty  members  representing  the  III  dental  school’s  departments  of 
Dental  Diagnostic  Sciences  and  Oral  and  Maxillofacial  Surgery  will  host  a 
one-day  seminar  and  discussion  of  disorders  of  the  temporomandibular 
joint  and  how  these  disorders  relate  to  other  types  of  orofacial  pain.  The 
course  outlines  the  clinical  signs  and  symptoms  of  myofascial  pain 
dysfunction  and  disc  displacement  problems,  as  well  as  the  supporting 
radiographic  features  and  therapeutic  modalities  used  in  treatment. 


Course  Outline 


Morning  Session 

Differential  Diagnosis  of  Orofacial  Pain  vs  “TMJ”  Pain 
MPD  (Myofascial  pain  dysfunction)  Explained 
Radiographic  Interpretation  of  TMJ  Disorders 

Afternoon  Session 

Conservative  Treatment  Modalities  (Pharmacotherapy, 
physiotherapy...) 

Arthroscopy  Treatment  of  the  TMJ 


Dale  A.  Miles,  DDS,  MS 

Associate  Professor  and  Director 
Graduate  Program,  Dental 
Diagnostic  Sciences 

Steven  L.  Bricker,  DDS,  MS 

Associate  Professor  and  Chairman 
Dental  Diagnostic  Sciences 


Charles  L.  Nelson,  DDS 

Associate  Professor  of 
Oral  and  Maxillofacial  Surgery 
(School  of  Dentistry),  and 
Plastic  Surgery  (School  of  Medicine) 

Joseph  Heidelman,  DDS 

Assistant  Professor 

Oral  and  Maxillofacial  Surgery 


" V'  ' hi' ■' 

Cost 


$95  (includes  coffee  breaks  and  luncheon) 


For  Information  Call: 

Dr.  Donald  Arens 

IUSD  Director  of  Continuing  Education 

(317)274-7782 
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scientific  contributions 


The  myth  of  stone 

Lithotomy  history  and 
the  Hippocratic  Oath 


J.  Vincent  Thomalla,  M.D. 
Indianapolis 

"/  will  not  cut,  indeed  not  even 
sufferers  from  stone,  and  I will  keep 
apart  from  men  engaging  in  this 
practice." 

F or  centuries,  this  quote  from 
the  Hippocratic  Oath  has  served 
as  a source  of  confusion  concern- 
ing the  primitive  practice  of 
lithotomy  and  the  origins  of  its 
modern  counterpart,  urology.  In 
this  injunction,  the  practice  of 
lithotomy  is  apparently  banned 
and  those  engaging  in  it  are  de- 
barred from  the  rest  of  the  medi- 
cal community.  However,  certain 
evidence  suggests  this  may  not  be 
an  accurate  assessment  of  what 
Hippocrates  intended. 

The  term  lithotomy  was  coined 
in  approximately  276  B.C.  by 
Ammonious  of  Alexandria,  a 
prominent  Greek  stone  surgeon. 
The  term  was  created  to  describe 
his  method  of  bladder  calculus 
extraction  in  which  he  actually  cut 
the  stone  (lithotomus)  in  order  to 
break  it,  which  aided  in  removal.1 

Stone  removal,  however,  likely 
had  been  practiced  long  before  the 
inception  of  its  official  name. 

There  are  numerous  references 
and  descriptions  of  calculus  dis- 
ease throughout  the  ancient  medi- 
cal texts  of  the  Egyptians,  Per- 
sians, Hindus,  Greeks  and  Chi- 
nese.' The  first  concise  descrip- 


tion of  the  procedure  of  lithotomy 
is  attributed  to  a Roman,  Celsus 
(25  B.C.  to  25  A.D.).  His  famous 
description  served  as  the  basis  for 
the  practice  of  lithotomy  until  the 
15th  century: 

"The  surgeon,  whose  nails 
should  be  carefully  pared,  dips 
the  index  and  middle  fingers  of 
the  left  hand  in  oil  and  introduces 
them  gently  into  the  anus  ...  He 
presses  the  fingers  of  the  right 
hand  on  the  lower  abdomen  ... 

The  stone  must  be  sought  near  the 
neck  of  the  bladder  ...  If  it  is  not 
at  the  bladder  neck  or  if  it  is  situ- 
ated further  back,  the  fingers  must 
be  passed  more  deeply  into  the 
anus  ...  To  this  purpose,  one  must 
push  forwards  with  the  fingers  of 
the  left  hand  whilst  the  right 
hand,  placed  on  the  abdomen, 
prevents  it  from  falling  back,  until 
it  reaches  the  bladder  neck.  Once 
the  stone  is  engaged,  an  incision  is 
made  in  the  skin  over  the  bladder, 
near  the  anus,  down  to  the  blad- 
der neck  ...  Then  in  the  deepest 
and  most  narrow  part  of  this  inci- 
sion a second  transverse  incision 
is  made,  opening  the  bladder  neck 
so  that  a hole  allowing  urine  to 
escape  is  made  and  the  hole  is 
larger  than  the  stone.1" 

Although  Celsus  recommended 
this  procedure  be  performed  on 
adolescents  between  the  ages  of  9 
and  14,  it  is  likely  that  since  little 
else  could  be  offered  to  older  indi- 
viduals, this  procedure  also  was 
applied  to  them  with  a higher 


incidence  of  morbidity  and  mor- 
tality. This  somewhat  reckless 
procedure  had  a number  of  inher- 
ent complications,  the  possibilities 
including  hemorrhage,  infection, 
fistula  formation,  testicular  and 
scrotal  necrosis  and  death. 

Despite  this  apparent  ban, 

Greek  physicians  were  familiar 
with  the  procedure  because 
Celsus  drew  the  basis  of  his  fa- 
mous description  from  the  Greeks. 
Evidently,  Hippocrates  was  famil- 
iar with  the  procedure  because  he 
is  attributed  with  writing  about 
one  of  the  most  distressing  situ- 
ations in  surgery  - "introducing  a 
catheter,  not  to  be  able  to  reach 
the  bladder,  or  reaching  it,  not  to 
be  able  to  locate  the  stone.7" 

The  apparatus  minor,  as  Celsus' 
procedure  was  to  become  known, 
surfaced  in  all  the  major  cradles  of 
civilization.  The  Sushruta 
Samhita  of  Hindu  medicine  con- 
tains a very  precise  description  of 
simple  lithotomy  strikingly  similar 
to  that  of  Celsus.2  Galen  (131  to 
200  A.D.)  practiced  lithotomy 
according  to  the  technique  of  his 
Roman  colleague  and  was  instru- 
mental in  its  advancements.  The 
apparatus  minor  also  was  prac- 
ticed in  Persia  and  Turkey  accord- 
ing to  the  description  of  Celsus. 

The  Arabians  held  steadfastly  to 
the  teachings  of  Galen,  Celsus  and 
Hippocrates.  Abou  Bahr  Mo- 
hamed  ibn  Zakareya  al  Razy  (850 
to  924)  described  perineal 
lithotomy  in  great  detail.  Abu  al 
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Figure  1:  The  lithotomy  posi- 
tion. (Originally  appeared  in 
Tolet,  F:  Trait  de  la  Lithotomie. 
4th  ed.,  Paris,  1689.  From  Her- 
man JB:  Urology:  A View 
Through  the  Retrospectroscope. 
Harper  & Row,  Hagerstown, 
Md.,  1973.)  Reprinted  with  per- 
mission. 


Kasem  Khalafal-Zahra  Wy  (Abul- 
casis,  936  to  1013)  specifically 
addressed  the  subject  of  lithotomy 
in  women  and  taught  midwives 
how  to  perform  the  procedure 
because  as  a man  he  was  forbid- 
den to  do  so.  The  procedure  in 
women  was  accomplished  by 
making  an  incision  in  the  vagina 
and  extending  from  there  into  the 
bladder  neck,  thus  creating  a vesi- 
covaginal fistula  for  extraction  of 
the  bladder  calculus.8 

The  Celsian  technique  was 
taught  at  the  new  European  medi- 
cal centers  of  Salerno,  Milan, 


Figure  2:  Cutting  for  the  stone. 
(Originally  appeared  in  Tolet,  F: 
Trait  de  la  Lithotomie.  4th  ed., 
Paris,  1689.  From  Herman  JB: 
Urology:  A View  Through  the 
Retrospectroscope.  Harper  & 
Row,  Hagerstown,  Md.,  1973.) 
Reprinted  with  permission. 

Montpellier,  Bologna  and  Paris. 
However,  the  actual  practice  of 
lithotomy  was  shunned  by  most 
physicians  of  the  pre-Renaissance 
period.  The  reason  for  this  may 
have  been  two-fold.  First,  many 
of  the  European  medical  schools 
were  formed  within  monasteries, 
and  it  was  during  this  time  that 
the  concept  of  "Ecclesia  abhorret  a 
sanguine"  became  entrenched. 
Thus,  many  of  the  religious  orders 
providing  medical  care  separated 
surgical  therapy  from  medical, 
relegating  surgery  to  others  less 
well-trained.4 

Secondly,  because  of  the  compli- 
cations frequently  encountered 
with  lithotomy,  the  school  of 


thought  among  physicians  was  to 
allow  the  untrained  to  perform 
the  procedure  and  ignore  treating 
surgically  correctable  calculus 
disease  in  their  own  practices.  No 
effort  was  made  to  investigate 
alternative  or  more  anatomically 
correct  means  of  surgical  treat- 
ment. Thus,  the  practice  of 
lithotomy  became  the  stronghold 
of  the  itinerant  lithotomists,  who 
traveled  from  town  to  town  re- 
moving as  many  stones  as  pos- 
sible before  the  complications  they 
induced  forced  them  to  move  on. 

Thus,  the  teachings  of  Hippo- 
crates, erroneous  or  not,  became 
steadfastly  entrenched,  and  the 
idea  of  the  Hippocratic  ban  on 
lithotomy  proliferated.  To  enter 
the  bladder  was  a mortal  wound; 
to  cut  for  stone  was  forbidden  by 
true  physicians.  This  left  innocent 
victims  of  vesical  stone  to  be 
butchered  by  incompetents. 

The  wave  of  reform  ushered  in 
by  the  Renaissance,  however, 
brought  changes  in  the  practice  of 
lithotomy.  For  the  first  time  in 
nearly  15  centuries,  a significant 
change  was  made  in  the  technique 
of  Celsus.  Devised  by  Giovanni 
de  Romanis  of  Cremona  around 
1520  and  published  by  his  de- 
voted follower  Marianus  Sanctus 
de  Barletta  in  1522,  the  Marian 
operation,  or  apparatus  major, 
became  the  procedure  of  choice 
for  practicing  lithotomists. 

The  actual  dissection  process  es- 
sentially was  unchanged  from  the 
dissection  process  of  the  appara- 
tus minor;  however,  the  lithoto- 
mist  now  was  capable  of  being 
sure  his  incision  would  enter  the 
bladder  neck.  This  was  made 
possible  by  passing  a grooved 
staff  through  the  urethra  into  the 
bladder.  The  usual  perineal  inci- 
sion was  made  down  to  the  re- 
gion of  the  bladder  neck.  The 
grooved  staff  then  was  used  to 
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guide  the  subsequent  succession 
of  instruments  into  the  bladder 
neck  for  the  ultimate  stone  extrac- 
tion. The  name  "apparatus  ma- 
jor" derived  from  the  large  num- 
ber of  instruments  that  were  used 
in  the  course  of  cutting,  dilation 
and  extraction210  (Figures  7,  2 and 
3). 

The  method  spread  rapidly  and 
became  the  standard  procedure 
for  lithotomy.  The  practice  of 
lithotomy  was  revived  during  this 
time  and  became  an  accepted 
treatment  method.  This  new  ac- 
ceptance most  likely  stemmed 
from  the  rejuvenation  of  medical 
science  as  a whole,  with  the  ac- 
companying denunciation  of  ear- 
lier inaccurate  and  confusing 
dogma.  The  practice  flourished  in 
Europe,  with  numerous  lithoto- 
mists  making  their  own  peculiar 
changes  in  the  instruments  used 
with  virtually  no  changes  being 
made  in  the  actual  procedure. 

In  the  late  17th  century,  a new 


form  of  lithotomy  was  developed, 
known  historically  as  lateral 
lithotomy.  A number  of  individu- 
als were  responsible,  and  because 
of  their  independent  discoveries, 
there  was  much  bickering  and 
professional  jealousy  among  them. 

Jacques  de  Beaulieu  (Frere  Jac- 
ques) and  Johannas  Ran  were 
primarily  responsible  for  the  de- 
velopment of  lateral  lithotomy. 
This  procedure  consisted  of  an 
incision  on  the  left  side  of  the 
perineum  medial  to  the  ischial 
tuberosity.  A diagonal  incision 
was  made  in  such  a manner  so  as 
to  come  into  contact  with  a sound 
that  previously  had  been  placed 
into  the  bladder  via  the  urethra. 
The  incision  was  made  to  pass 
between  the  ischiocavernosus  and 
bulbocavernosus  muscles  and 
through  the  ischiorectal  fossa. 

The  prostate  was  engaged,  and 
the  sound  then  was  used  as  a 
guide  for  the  incision  to  be  carried 
into  the  bladder  neck.  This  re- 


sulted in  a much  cleaner  and  less 
destructive  path  into  the  bladder 
neck  than  with  previous  tech- 
niques. 

The  techniques  of  Frere  Jacques 
and  Rau  might  have  passed  into 
obscurity  had  it  not  been  for  the 
curiosity  and  intellectual  capabili- 
ties of  William  Cheselden,  an 
Englishman  (Figure  4).  Cheselden 
made  his  first  contribution  to 
medicine  with  the  publication  of 
Anatomy  of  the  Human  Body  in 
1713.  He  apparently  became  in- 
trigued with  the  success  Rau  had 
demonstrated  with  his  surgical 
techniques  and  set  out  to  discover 
why  it  was  an  anatomically  sound 
procedure. 

Cheselden's  first  lithotomies 
most  likely  were  performed  using 
the  apparatus  major.  In  1722,  he 
experimented  with  the  procedure 
of  suprapubic  cystotomy  for  the 
removal  of  bladder  calculi.  This 
procedure  (haut  appareil)  origi- 
nally was  performed  in  1556  by 
Pierre  Franco  on  a child  in  whom 
he  could  not  extract  the  bladder 
stone  by  the  conventional  method 
and  resorted  to  the  suprapubic 
route  in  a moment  of  desperation. 
John  Douglas  had  performed  the 
first  planned  suprapubic  lithoto- 
my in  1719,  and  it  was  from  him 
that  William  Cheselden  appar- 
ently patterned  his  technique. 

Cheselden  experimented  with 
the  haut  appareil  for  many  years 
and  published  his  findings  in 
1723.  However,  lack  of  anesthe- 
sia, problems  of  muscle  relaxation 
and  pain  made  the  suprapubic 
method  less  than  ideal.  In  his 
search  for  a more  ideal  lithotomy 
procedure,  Cheselden  returned  to 
the  technique  of  Frere  Jacques  and 
Rau:  lateral  lithotomy.  This 
method  had  been  successful  for 
them,  yet  little  was  known  of  the 
exact  operative  technique  because 


Figure  3:  The  lithotomist's  tools.  (Originally  appeared  in  Tolet,  F: 
Trait  de  la  Lithotomie.  4th  ed.,  Paris,  1689.  From  Herman  JB:  Urology: 
A View  Through  the  Retrospectroscope.  Harper  & Row,  Hagerstown, 
Md.,  1973.)  Reprinted  with  permission. 
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neither  had  described  their 
method  in  adequate  detail. 

Through  dissection,  Cheselden 
experimented  with  various  surgi- 
cal approaches  and  discovered 
that  by  cutting  on  a grooved  staff 
the  prostatic  and  bulbous  urethra 
could  be  incised  directly  without 
extending  into  the  bladder  itself, 
thus  preventing  the  troublesome 
complications  of  tearing  through 
the  bladder  wall.  In  his  final  re- 
finement of  the  technique,  Che- 
selden made  the  incision  into  the 
urethra,  beginning  at  the  level  of 
the  prostate  and  extending  it  to- 
ward himself,  thus  preventing 
blind  incisions  toward  the  bladder 
and  the  bowel.  Because  no  gap- 
ing holes  were  made  in  the  blad- 
der wall  itself,  and  hemorrhage 
was  kept  to  a minimum  through 
the  use  of  ligatures,  Cheselden 
experienced  highly  significant 
reductions  in  morbidity  and 
mortality1 10  (Figure  5). 

With  the  aid  of  John  Douglas, 
the  Cheselden  approach  was 
wiciely  published  and  spread  rap- 
idly throughout  Europe.  In  a few 
years,  the  Cheselden  approach 
became  the  procedure  of  choice 
for  lithotomy  and  remained  for 
150  years.  Lithotomy  was  no 
longer  a horrifying  procedure, 
and  self-inflicted  lithotomy  be- 
came a procedure  of  the  past.1112 
Prominent,  poor  and  middle-class 
citizens  underwent  lithotomy  by 
experienced  and  well-trained  sur- 
geons. U.S.  Supreme  Court  Chief 
Justice  John  Marshall  underwent 
lateral  lithotomy  in  1831  in  Phila- 
delphia, a testament  to  the  wide- 
spread acceptance  of  the  proce- 
dure.13 

The  practice  of  lateral  lithotomy 
reached  its  zenith  with  the  forma- 
tion of  the  Norfolk  and  Norwich 
Hospital  and  subsequently  the 
Norwich  School  of  Lithotomy  in 


Norfolk  County,  England,  in  1772. 
With  the  admission  of  the  first 
patients  in  July  1772,  a detailed 
registry  was  begun  and  continued 
for  139  years.  Erom  1772  to  1909, 
the  surgeons  at  the  Norwich 
School  of  Lithotomy  performed 
1,488  stone  procedures  with  the 
vast  majority  being  the  procedure 
of  lateral  lithotomy.14 


However, 
the  greatest  blow 
to  the  practice  of 
lithotomy  was  the 
virtual  disappearance 
of  vesical  calculi  in 
the  early  20th 
century. 


The  practice  of  lithotomy  began 
to  wane  in  the  late  19th  century 
for  several  reasons.  At  the  begin- 
ning of  the  19th  century,  lithotrity 
became  a viable  alternative  to 
lithotomy.  By  the  mid-19th  cen- 
tury, lithotrity  was  a commonly 
practiced  procedure  attributable  to 
the  efforts  of  several  individuals, 
the  most  notable  being  Gruit- 
huisen,  Leroy,  Civiale  and  Heurte- 
loup.1"  The  practice  was  despised 
by  lithotomists  but  was  used  ex- 
tensively by  its  proponents,  espe- 
cially for  the  extraction  of  small 
stones.  Lithotomy  was  reserved 
for  the  extraction  of  larger  stones. 

Anesthesia  facilitated  the  devel- 
opment of  still  more  alternatives 
to  lithotomy.  However,  the  great- 
est blow  to  the  practice  of  lithoto- 
my was  the  virtual  disappearance 
of  vesical  calculi  in  the  early  20th 
century.  Improved  diet  and 
healthier  living  conditions  made 


the  greatest  contributions  toward 
the  disappearance  of  vesical  cal- 
culi and  the  practice  of  lithotomy. 

Discussion 

The  Hippocratic  Oath  has 
served  as  the  cornerstone  of  phy- 
sician ethics  for  centuries.  To  this 
day,  the  Hippocratic  Oath  is  taken 
in  some  form  or  another  by  those 
who  receive  medical  degrees. 
Today,  it  primarily  serves  as  a 
reminder  of  the  noble  and  altruis- 
tic ideals  of  the  ancient  physicians 
and  as  an  encouragement  to  carry 
on  in  this  fine  tradition.  How- 
ever, for  centuries  the  word  of 
Hippocrates  was  law,  governing 
the  activities  of  the  practitioners 
of  the  healing  arts.  Even  though 
the  teachings  of  Hippocrates 
served  as  guidelines  for  physi- 
cians, they  also  may  have  served 
as  an  impediment  to  the  growth 
of  medicine. 

Lor  centuries,  teachings  not 
from  Hippocrates  or  restatement 
of  Hippocratic  dogma  were  con- 
sidered to  be  unfounded  or  blas- 
phemous. As  such,  Llippocratic 
medicine  was  the  standard  bv 
which  all  other  discoveries  or 
ideas  in  medical  science  were 
judged.  As  late  as  the  early  1300s, 
Henri  de  Mondeville  described 
the  right  kidney  as  being  situated 
higher  than  the  left,  despite  his 
own  anatomic  dissections.1 

Lithotomy  also  was  subject  to 
the  ancient  but  prevailing  medical 
fallacies.  It  is  difficult  to  say 
when  lithotomy  first  became 
banned  by  the  medical  profession 
as  a procedure  contrary  to  Hippo- 
cratic teachings.  The  Greeks  were 
responsible  for  the  widespread 
use  of  the  procedure,  and  Hippo- 
crates appears  to  have  been  famil- 
iar with  it.  When  was  the  Hippo- 
cratic Oath  then  construed  to  ob- 
viate the  practice  of  lithotomy? 
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Figure  4:  William  Cheselden 
(1688-1752).  (Engraving  by 
Tardieu  from  painting  by  J. 
Richardson.  From  Murphy  LJT: 
The  Histon/  of  Urology,  1st  ed., 
1972,  Charles  C.  Thomas  Publish- 
ers, Springfield,  111.)  Reprinted 
with  permission. 

Historically,  the  ban  appears  to 
have  been  most  widespread  dur- 
ing the  Middle  Ages.  As  previ- 
ously mentioned,  religious  inter- 
ference and  numerous  complica- 
tions resulted  in  the  procedure 
being  cast  into  the  jurisdiction  of 
the  unqualified  barber  or  itinerant 
stone  surgeon  because  the  proce- 
dure was  banned  in  the  Hippo- 
cratic Oath  and,  as  such,  should 
not  be  in  a physician's  armamen- 
tarium. It  gave  the  physicians  of 
the  era  an  easy  scapegoat  because 
they  could  point  to  the  surgeons' 
poor  results  and  say  the  proce- 
dure had  been  banned  by  Hippo- 
crates and  those  undergoing  the 
procedure  did  so  at  their  own 
risk.  Thus,  because  of  the  lack  of 
integrity  among  the  physicians  of 
that  time,  the  procedure  of 


lithotomy  was  relegated  to  those 
who  had  the  least  experience  and 
education,  and  the  patients  suf- 
fered the  consequences. 

Often,  translation  has  served  as 
a barrier  in  the  passage  of  knowl- 
edge from  generation  to  genera- 
tion and  between  civilizations. 

This  barrier  has  been  a problem 
that  continues  to  plague  historians 
in  all  areas  of  research.  This  idea 
was  suggested  by  Nittis  in  1939  in 
an  article  in  which  he  explored 
the  specific  ban  on  lithotomy  in 
the  Hippocratic  Oath.  He  be- 
lieved there  were  several  ways  in 
which  the  original  Greek  version 
could  be  translated.  Nittis  con- 
tended that  the  phrase  "to  cut" 
and  "to  castrate"  were  synony- 
mous in  the  Greek  language,  and 
that  in  essence,  Hippocrates  was 
banning  the  practice  of  castration 
not  lithotomy.7  Castration  was 
strongly  opposed  in  the  Greek 
culture,  unlike  the  Roman  culture 
where  it  flourished.  Nittis  sug- 
gested that  Hippocrates  was  refer- 
ring to  castration  as  a facilitory 
procedure  to  lithotomy,  where  the 
genitals  might  be  removed  in  an 
attempt  to  extract  a large  vesicle 
stone. 

The  possibility  also  exists  that 
this  translation  referred  to  abstain- 
ing from  performing  lithotomy  on 
those  in  whom  castration  might 
result  as  a complication  of  the 
primary  procedure.  It  is  not 
known  how  often  testicular  or 
scrotal  necrosis  was  encountered 
as  a complication  of  lithotomy, 
but  it  is  not  difficult  to  imagine 
the  blood  supply  to  the  external 
genitalia  becoming  compromised 
either  by  direct  surgical  manipula- 
tion or  by  the  ravages  of  an  un- 
abated perineal  infection,  both 
known  complications  of 
lithotomy. 

However,  Edelstein  in  his  com- 


prehensive interpretation  of  the 
Hippocratic  Oath,  dismisses  Nit- 
tis' contention  ...  "to  reject  castra- 
tion on  moral  grounds  and  yet 
leave  it  to  others  would  be  like 
compounding  a felony  if  not 
something  worse."  Edelstein  ar- 
gues that  the  Hippocratic  Oath  is 
not  even  a document  of  Hippo- 
crates but  rather  an  ethical  code 
possibly  written  in  tribute  to  Hip- 
pocrates by  a physician  or  group 
of  physicians  who  held  steadfastly 
to  the  philosophical  school  of 
Pythagorean  thought.16 

Edelstein  contends  that  the  pro- 
found Pythagorean  influence 
demonstrated  throughout  the  oath 
explains  many  of  the  concepts 
expressed.  Specifically,  in  refer- 
ence to  the  ban  on  lithotomy,  if 
written  by  a follower  of  Pythago- 
rean logic,  this  would  be  extended 
to  a complete  separation  of  medi- 


Figure  5:  The  anatomy  of  lateral 
lithotomy.  (Originally  appeared 
in  Douglas,  J:  The  Histon / of  the 
Lateral  Operation.  Appendix, 
London,  1731.  From  Riches  E: 
The  histon / of  lithotomy  and 
lithotrity.  Annals  of  the  Royal 
College  of  Surgeons  of  England, 
43:185-198,  1968.)  Reprinted 
with  permission. 
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cine  and  surgery.  In  this  light,  the 
oath  is  understood  easily;  it  is  a 
statement  of  conduct  for  physi- 
cians, exclusive  of  surgeons  pre- 
dating the  same  separation  seen  in 
pre-Renaissance  Europe.  The  idea 
that  Hippocrates  did  not  actually 
write  the  oath  would  be  based  on 
this  separation  of  surgery  and 
medicine,  as  many  other  writings 
attributed  to  Hippocrates  dealt 
specifically  with  surgical  interven- 
tion. 

Why  has  the  oath  become  such 
an  important  document  concern- 
ing the  ethical  conduct  of  physi- 
cians since  the  end  of  antiquity? 

Edelstein  writes  that,  because  of 
the  oath's  idealistic  views  and 
provisions  of  conduct,  it  had  com- 
mon ties  to  the  fundamental  be- 
liefs of  the  religions  that  have 
been  predominant  since  antiquity 
- Christianity,  Judaism  and  Mo- 
hammedanism. Because  of  this, 
the  oath  was  easily  embraced  by 
followers  of  these  religions  and 
subsequently  evolved  into  a nu- 
cleus of  medical  ethics. 

The  supposed  Hippocratic  ban 
of  lithotomy  has  more  meaning 
now  than  at  any  other  time  in 
history  with  the  advent  of  per- 
cutaneous techniques  for  calculus 
extraction  and  extracorporeal 
shock  wave  lithotripsy.  With  this 
new  technology,  the  vast  majority 
of  stones  can  now  be  treated  with- 
out "cutting  the  stone."  Again, 
the  oath  is  left  open  for  interpreta- 
tion based  primarily  on  techno- 
logic advances  of  the  time.  Taken 
in  the  context  of  current  technol- 
ogy, the  Hippocratic  ban  on 
lithotomy  would  seem  appropri- 


ate historically. 

Conclusion 

From  the  historical  progression 
of  the  practice  of  lithotomy,  it  is 
evident  that  despite  the  ban  ex- 
pressed in  the  oath,  the  need  of 
sufferers  from  stone  resulted  in 
surgical  intervention.  What  was 
intended  in  the  Hippocratic  Oath 
will  remain  open  to  debate.  How- 
ever, the  Greeks  obviously  were 
familiar  with  the  procedure,  as 
was  Hippocrates,  and  it  was  from 
the  Greeks  that  the  procedure 
spread  to  other  cultures  by  the 
Greek-trained  physician  Celsus. 

The  ban  apparently  had  its 
greatest  proliferation  during  the 
Middle  Ages.  The  reason  for  this 
is  unclear  but  seems  to  be  rooted 
in  the  importance  of  the  Hippo- 
cratic Oath  during  that  time.  This 
idealistic  code  of  ethics,  which 
had  common  ties  with  the  major 
religions  of  the  day,  resulted  in 
people  viewing  surgery  as  little 
more  than  pagan  ritual. 

With  the  dawn  of  the  Renais- 
sance, the  medical  sciences  were 
rejuvenated  with  a wave  of  pro- 
gressive thought.  The  practice  of 
lithotomy  benefited  directly  while 
many  became  active  in  the  defini- 
tion of  the  proper  technique.  It 
became  an  accepted  procedure  of 
the  time  and  a prototype  for  many 
of  the  urologic  procedures  per- 
formed today.  □ 

Correspondence  and  reprints:  /. 
Vincent  Thomalla,  M.D.,  Depart- 
ments of  Surgery  and  Urology,  Indi- 
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In  1721,  46  years  before  her 
death,  Anna  Mullern  declared 
herself  pregnant,  but  the  swelling 
remained  until  she  died  at  age  94. 
Mullern  wanted  her  body  opened 
after  death  so  a surgeon  broke 
open  the  mass  with  a hatchet. 
Inside  Mullern' s body  was  a 
lithopedion. 

One  of  the  earliest  recorded 
cases  of  lithopedion  occurred 
1,000  years  ago.  "The  mother 
passed  fetal  bones  through  the 
abdominal  wall  but  recovered.1" 

A lithopedion  is  an  extrauterine 
fetus  that  has  expired  and  become 
calcified.  It  is  a rare  finding,  hav- 
ing been  reported  in  less  than  300 
cases  internationally  by  1980.2 

Case  report 

A 30-year-old  Miskito  Indian 
Nicaraguan  refugee  was  evaluated 
in  the  Moravian  Clinic  in  Ahuas, 
Honduras,  in  November  1986. 

She  was  referred  to  the  clinic  be- 
cause of  a painless  pelvic  mass. 
Thirteen  months  earlier,  she  had 
given  birth  to  her  fifth  child  with- 
out complications.  She  subse- 
quently was  amenorrheic,  pre- 
sumably related  to  breast-feeding. 
Three  years  before  referral,  she 
had  experienced  abdominal  pelvic 
pain  for  approximately  three 
months,  but  she  remained  asymp- 
tomatic. Examination  confirmed 


the  presence  of  an  irregular,  hard 
pelvic  mass  suggestive  of  calcified 
fibroids.  A urine  pregnancy  test 
was  negative.  The  kidney,  ureter 
and  bladder  (KUB)  film  demon- 
strated evidence  of  a nonviable 
calcified  fetus,  consistent  with  a 
lithopedion. 

A laparotomy  was  advised. 
Having  only  five  children,  the 
patient  was  concerned  infertility 
might  result  from  the  surgery. 
Among  Miskito  Indian  couples,  10 
to  12  children  are  not  unusual. 
Assurance  was  given  that  fertility 
would  be  maintained  if  possible, 
and  she  consented  to  the  proce- 
dure. 

A laparotomy  was  performed 
under  spinal  anesthesia.  Immedi- 
ately after  entering  the  abdomen, 
a hard  mass  was  palpated  in  the 
right  upper  quadrant  beneath  the 
liver.  No  pelvic  mass  was  pres- 
ent. Being  completely  free  of  ad- 
hesions, the  mobile  lithopedion 
had  moved  up  in  the  abdomen, 
presumably  while  the  patient  was 
in  a Trendelenburg  position  for 
her  spinal  anesthesia. 

The  lithopedion  was  delivered 
easily.  The  placenta  and  umbilical 
cord  were  absent.  A scar  was 
noted  in  the  midsection  of  the 
right  fallopian  tube.  A right 
salpingectomy  was  performed  to 
reduce  the  risk  of  a future  tubal 
pregnancy.  Her  postoperative 
course  was  uneventful. 

An  x-ray  of  the  lithopedion 
revealed  a well-developed  skele- 
ton. The  femur  length  was  50 
mm,  suggestive  of  a 25  week  ges- 
tational age.  Histologic  study 
revealed  the  scar  in  the  fallopian 


tube  to  a cicatrix  with  osseous 
metaplasia  consistent  with  a pre- 
viously ruptured  tubal  pregnancy. 

Comment 

The  criteria  for  lithopedion  for- 
mation as  delineated  by  Odel  et  al 
are:  1 ) there  must  be  an  ex- 
trauterine pregnancy;  2)  the  fetus 
must  survive  more  than  three 
months;  3)  the  pregnancy  must 
escape  medical  detection;  4)  the 
fetus  must  be  sterile;  and  5)  condi- 
tions necessary  for  calcium  depo- 
sition must  be  present.3 

A lithopedion  can  originate 
from  a primary  abdominal  preg- 
nancy (conception  occurring  on 
the  peritoneum)  or  from  a secon- 
dary abdominal  pregnancy,  i.e.,  a 
tubal  pregnancy  with  rupture,  an 
ovarian  pregnancy  or  an  intrauter- 
ine pregnancy  with  uterine  rup- 
ture.4 To  be  considered  a primary 
abdominal  pregnancy,  there  must 
be  no  evidence  of  recent  or  remote 
injury  of  the  tubes  and  ovaries.5 

The  history  of  pain  three  years 
earlier  and  the  scarred  right  fallo- 
pian tube  suggest  that  this  was  a 
secondary  abdominal  pregnancy 
resulting  from  a ruptured  tubal 
pregnancy.  Abdominal  pregnan- 
cies make  up  only  1%  of  ex- 
trauterine pregnancies.  Ninety- 
eight  percent  of  extrauterine  preg- 
nancies are  intra tubal,  1%  are 
ovarian  and  1%  are  primary  or 
secondary  peritoneal  implants.6 
There  are  about  1 1 abdominal 
pregnancies  per  100,000  births  and 
nine  abdominal  pregnancies  per 
1,000  ectopic  gestations  in  the 
United  States.7  From  1937  to  1977, 

1 1 abdominal  pregnancies  out  of 
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Lithopedion  and  right  fallopian 
tube  with  small  scar  in  middle. 


87,239  babies  were  recorded  at 
Indiana  University  Medical  Center 
with  an  incidence  of  1:7,931. 8 

The  sequence  of  events  in  this 
case  probably  was  as  follows:  The 
patient  experienced  a right  tubal 
pregnancy.  When  the  tube  rup- 
tured, the  fetus  was  expelled  into 
the  abdominal  cavity  where  it 
continued  to  grow  to  about  25 
weeks'  gestation.  Then,  it  died 
from  placental  insufficiency.  Dur- 
ing the  next  several  years,  a 
lithopedion  developed  as  a result 
of  aseptic  calcification.1*  The  pla- 
centa and  cord  slowly  resorbed. 
She  had  a normal  intrauterine 
pregnancy  with  a normal  vaginal 
delivery  while  the  lithopedion 
and  part  of  the  resorbing  placenta 
remained  in  situ.  Thirteen 
months  later,  she  was  referred  to 
the  Ahuas  Clinic  with  a pelvic 
mass. 

Belfar  et  al  followed  a patient 
with  serial  ultrasound  studies  for 
five  and  a half  years  after  delivery 


of  an  abdominal  fetus.  They 
noted  an  initial  increase  in  size  of 
the  retained  placenta  for  two 
months  followed  by  a decrease  to 
one-third  of  initial  size  10  months 
postpartum.  Further  absorption 
then  occurred  with  a small  persis- 
tent area  identifiable  at  five  and  a 
half  years.10 

This  case  is  distinctive,  although 
not  unique,  in  that  the  history 
suggests  a normal  intrauterine 
pregnancy  and  vaginal  delivery 
occurred  while  the  lithopedion 
remained  in  the  abdomen.  □ 

Dr.  Gilliland,  an  obstetrician-gyne- 
cologist; Dr.  Wipperman,  a general 
surgeon;  and  Dr.  Pauszek,  an  inter- 
nist, practice  at  Johnson  County 
Memorial  Hospital  in  Franklin,  Ind. 
Dr.  Welsh  is  a family  practitioner 
with  offices  in  southern  Indianapolis 
and  Greenwood,  lnd.  Nancy  Gilli- 
land is  a registered  nurse  in  Franklin, 
Ind.,  and  Rebecca  McClung  is  a reg- 
istered nurse  at  St.  Francis  Hospital 
Center  in  Beech  Grove,  Ind. 
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St.,  Suite  A,  Franklin,  IN  46131. 


The  authors  wish  to  thank  The 
Medical  Lab  and  the  following  pa- 
thologists: Drs.  Isabelle  Beuhl,  Robert 


Costin,  Garry  Bolinger,  Max  Warner, 
Donald  McGovern,  Richard  McClure, 
Robert  Hooker,  Ralph  Winkler  and 
Janice  Fitzharris  for  performing  the 
tissue  studies  in  this  case  and  for 
cytolog y and  tissue  studies  performed 
gratis  for  the  Ahuas  Clinic  for  the 
last  five  years.  We  also  thank  the 
Johnson  County  Health  Foundation 
for  its  support  and  Dr.  George  Bull- 
ington  of  the  Johnson  County  Memo- 
rial Hospital,  Radiology  Department , 
for  dating  the  lithopedion. 

References 

1 Chase,  LA:  Lithopedion.  Canad  Med 
Assoc  I,  99:229,  Aug.  3,  1968. 

2.  Fagan  CJ,  Schreiber  MH,  Ampara  EG: 
Lithopedion.  Arch  Surg,  115:766,  1980. 

3.  Oden,  PW,  Lee  HC:  Lithopedion  with 
calcified  placenta:  A case  report.  Va  Med, 
67:304,  1940. 

4.  Korenyi-Both  CM,  Pragay  MS,  Alker 
G],  Marco  V:  Lithopedion:  Case  report  and 
ultrastructural  study  of  the  skeletal 
muscle.  Hum  Path,  9:359,  1978. 

5.  Studdiford  WE:  Primary  peritoneal 
pregnancy.  Am  / Obstet  Gynecol,  44:487, 
1942. 

6.  Hallatt  JA,  Groove  JA:  Abdominal 
pregnancy.  Am  / Obstet  Gynecol,  152:444- 
449,  1985.' 

7.  Atrash  HK,  Friede  A,  Hogue  CJR: 
Abdominal  pregnancy  in  the  United 
States:  Frequency  and  maternal  mortality. 
Obstet  Gynecol,  69:333,  1987. 

8.  Strafford  JC,  Ragan  WD:  Abdominal 
pregnancy.  Obstet  Gynecol,  50(5):548,  1977. 

9.  D'Aunoy  R,  King  EL:  Lithopedion 
formation  in  extrauterine  fetal  masses. 

Am  I Obstet  Gynecol,  3:3377,  1922. 

10.  Belfar  HL,  Kurtz  AB,  Wapner  RJ: 
Long-term  followup  after  removal  of  an 
abdominal  pregnancy.  / Ultrasound  Med, 
5:521,  1986. 


INDIANA  MEDICINE/June  1989 


443 


Your  new  ISMA 
Agency  formed 
specifically  to 
provide  extremely 
competitive 
insurance  and 
financial  services 
products  exclusively 
to  ISMA  members, 
their  families  and 
employees 


Endorsed  by 


INDIANA  STATE 

MEDICAL 

ASSOCIATION 


LOW  COST  TEN  YEAR  TERM  INSURANCE 

featuring... 


a low,  level  premium 
a level  premium  guaranteed  for  ten  years 
a current  rates  thereafter  with  no  proof  of  insurability 
a renewable  to  age  100 

a convertible  to  permanent  insurance  to  age  65 
a waiver  of  premium  for  disability 
a coverage  for  additional  insureds 

For  a quote,  additional  information  and  to  apply  for  coverage, 
contact 

Affiliated  Physicians  Services,  Inc.  toll  free. 
1»800*442*ISMA 


Sometimes. . .even  the  clearest 
label  needs  another  label. 


When  we  label  our  prescriptions,  we 
cover  all  the  bases.  Our  comprehensive  system 
of  auxiliary  labels  highlights  your  prescription 
orders  clearly  and  simply  so  your  patients  get 
the  full  benefit  of  their  medications.  Misuse 
and  the  danger  of  possible  side  effects  are 
virtually  eliminated. 


It’s  just  another  example  of  how— for 
over  80  years— Peoples  Drug  has  served  its 
customers  with  unmatched  care  and  profes- 
sionalism. Today,  all  our  services  reflect  our 
continuing  commitment  to  meeting  the  chang- 
ing needs  of  your  patients . . . who  become 
our  customers. 


Peoples  Pharmacists.  Working  with  you  to  help  your  patients. 


Antitumor,  nerve  blocks 
and  neuroablative  therapies 

for  cancer  pain 


Wayne  O.  Evans,  Ph.D. 
Indianapolis 

Editor’s  note:  This  is  the  fifth  in  a 
senes  of  six  articles  on  cancer  pain. 

(Chemotherapy  can  be  used  to 
reduce  pain  in  cancer  patients.  Its 
utility  comes  from  the  reduction 
in  mass  of  a drug  responsive  tu- 
mor. In  this  sense,  it  is  not  "anal- 
gesic" therapy.  Pain  from  already 
damaged  structures  will  not  be  af- 
fected. Furthermore,  the  severity 
of  the  side  effects  of  chemother- 
apeutic agents  may  limit  their 
use.1 

Radiation  has  long  been  known 
to  be  palliative  for  cancer  pain.2 
In  primary  treatment,  it  may  re- 
duce tumor  mass  and  retard  infil- 
tration of  nerves.  It  may  be  used 
at  lower  doses  for  pain  reduction. 
It  often  produces  excellent  results 
in  meningeal  carcinomas,  epidural 
metasteses,  tumors  of  capular  tis- 
sues (liver,  spleen),  multiple  bone 
metasteses  and  various  localized 
pain  areas. 

Percutaneous  irradiation,  radi- 
onuclide therapy  and  radioresec- 
tion of  the  pituitary  may  be  used. 
Complete  relief  or  mitigation  of 
pain  may  result  in  60%  to  80%  of 
cases,  with  the  reduced  pain  pe- 
riod lasting  two  to  36  months.3 


Nerve  blocks 

Appropriate  selection  of  pa- 
tients is  vitally  important  in  the 
use  of  nerve  blocks.  Generally, 
these  approaches  will  be  used  for 
patients  whose  pain  cannot  be 
managed  by  other  means  or  who 
are  extremely  ill  and  poor  candi- 
dates for  surgery.  Patients  with 
localized  pain  not  associated  with 
the  central  neural  axis  usually  are 
good  candidates.  The  presence  of 
active  infection  at  the  site  of  the 
block  or  anticoagulant  therapy  are 
contraindications.  The  following 
considerations  are  taken  directly 
from  Ferrer-Brechner:4 

1)  A decreased  platelet  count  (< 
100,000/cu  mm)  contraindicates 
the  use  of  nerve  block  since  the 
needle  insertion  might  provoke  an 
inordinate  amount  of  bleeding 
and  hematoma; 

2)  The  cancer  patients,  because 
of  decreased  oral  intake  due  to 
nausea  and  anorexia,  may  have  a 
decreased  circulating  volume  so 
he  or  she  is  subject  to  hypotension 
following  a sympathetic  block; 

3)  Tumor  invasion  may  distort 
or  "sheath"  the  nociceptive  path- 
way to  be  blocked.  This  nerve 
root  incasement  may  be  secondary 
to  radiation  or  previous  nerve 
block  causing  arachnoiditis; 

4)  Compromised  pulmonary 
function  after  a thoracic  epidural 


block,  especially  in  patients  with 
primary  or  metastatic  lung  dis- 
ease, may  deteriorate  further,  re- 
sulting in  loss  of  intercostal 
muscle  function.  Arterial  blood 
gases  must  be  measured  before 
and  after  a diagnostic  epidural 
block; 

5)  Since  most  cancer  patients 
are  already  receiving  potent  nar- 
cotics when  they  become  candi- 
dates for  neural  blockade,  a suc- 
cessful block  with  phenol  or  alco- 
hol should  not  mean  abrupt  cessa- 
tion of  the  patient's  narcotic  anal- 
gesics. To  prevent  physical  with- 
drawal, a systematic  withdrawal 
regimen  should  be  planned. 

Appropriate  education  of  the 
patient  and  the  family  is  impor- 
tant because  complications  such 
as  incontinence,  numbness,  pare- 
sis or  paresthesias  may  develop. 

A local  anesthetic  may  be  ap- 
plied through  an  epidural  catheter 
to  the  spinal  cord  to  provide  a 
limited  period  of  time  in  which 
the  patient  can  be  free  from  pain. 

It  can  be  used  to  provide  instant 
relief  while  longer  acting  methods 
of  pain  relief  such  as  radiotherapy 
or  neurosurgery  are  being  at- 
tempted. It  also  can  be  useful  to 
provide  pain  relief  in  the  last  few 
days  of  the  patient's  life.4  If 
myofascial  pain  disorder  has  de- 
veloped with  accompanying  trig- 


446 


INDIANA  MEDICINE/June  1989 


ger  points,  the  injection  of  small 
volumes  of  dilute  solutions  of 
local  anesthetics  may  be  directly 
infiltrated  into  the  trigger  points.5 
In  conditions  with  painful  muscle 
spasms,  even  if  no  trigger  points 
are  involved,  a local  anesthetic 
may  be  infiltrated  into  the  spastic 
muscle.  Generally,  in  this  applica- 
tion, hyaluronidase  is  added  to 
the  local  anesthetic  to  provide 
better  spreading  of  the  solution. 

Local  anesthetic  agents  also  are 
used  to  perform  diagnostic  blocks 
before  chemical  neurolysis.  A 
diagnostic  block  is  mandatory 
before  the  use  of  a more  perma- 
nent block.  A 
block  can  provide 
information  on 
the  segmental 
distribution  of 
pain  and  differen- 
tiate central  ver- 
sus peripheral 
pain.  It  also  can 
define  the  role  of  somatic,  auto- 
nomic and  musculoskeletal  com- 
ponents of  the  pain.  If  a diagnos- 
tic block  yields  at  least  a 75%  de- 
crease in  pain  and  the  patient  can 
accept  the  numbness  and  possible 
motor  loss,  then  a more  perma- 
nent block  may  be  appropriate.4 
The  precision  of  needle  placement 
is  of  great  importance  in  obtaining 
a successful  diagnostic  block. 
Needle  location  always  should  be 
confirmed  by  fluoroscopy. 

Chemical  neurolysis  may  be 
accomplished  with  intrathecal 
injections  of  alcohol  or  phenol. 

The  success  rate  for  this  type  of 
pain  intervention  varies  between 
46%  and  63%,  depending  on  the 
particular  procedure.6  For  pa- 
tients with  pancreatic  carcinoma 
or  retroperitoneal  metasteses,  a 
94%  success  rate  has  been  re- 
ported.7 Stellate  ganglion  blocks 
have  had  success  in  patients  suf- 
fering intractable  limb  pain  associ- 


ated with  autonomic  dysfunction 
in  patients  with  lung  cancer.6 
Nerve  blocks  in  the  intercostal 
area  have  been  extremely  success- 
ful for  pain  associated  with  liver 
metasteses.4 

Complications  can  develop  from 
the  use  of  neurolytic  blocks.4  Mo- 
tor pareses  can  occur  if  a ventral 
root  is  unintentionally  hit.  Also, 
respiration  may  be  affected  by 
complete  blocking  of  a dorsal  root 
or  ventral  roots  of  several  thoracic 
segments.  Patients  with  ventila- 
tory obstruction  should  not  be 
given  thoracic  blocks.  Bladder 
dysfunction  is  seen  after  intrathe- 


cal blocks  of  the  sacral  segments 
in  50%  of  the  cases.  This  may  last 
from  days  to  weeks.  Complica- 
tions from  neurolysis  of  sympa- 
thetic ganglia  are  less  prevalent 
than  with  intrathecal  injections. 
However,  neuritis,  pneumothorax 
and  hypotension  may  occur. 

The  most  advanced  technique  in 
neurolytic  blocking  has  been  the 
ablation  of  the  pituitary  using  a 
stereotactic  approach.  Levin,  Katz 
and  their  coworkers  used  this 
approach  in  29  patients  with  ei- 
ther a prostatic  cancer  or  widely 
metastasized  disease.1011  Of  the 
17  patients  with  prostatic  cancer, 
94%  obtained  good  to  excellent 
pain  relief.  Of  the  remaining  12 
patients  with  mixed  tumors,  11 
had  good  to  excellent  pain  relief. 

A neurolytic  injection  of  the 
trigeminal  nerve  and/or  the  gas- 
serian ganglion  is  a method  that 
can  be  used  for  patients  with  in- 
operable cancer  pain  in  the  face.12 


It  is  simple  and  quick,  and  the 
pain  relief  usually  lasts  six 
months.  The  procedure  can  be 
easily  repeated.  Complications 
from  this  procedure  include  anes- 
thesia dolorosa  and  loss  of  motor 
activities. 

Neuroablative  approaches 

Neuroablatives  should  be  con- 
sidered when  cancer  pain  no 
longer  responds  to  more  conserva- 
tive measures.  Recent  advances 
in  the  field  have  made  it  possible 
for  most  operations  to  be  per- 
formed percutaneously  without 
general  anesthesia  and  loss  of 

blood,  and  with 
a short  hospital 
stay.13  The  major 
problem  with 
these  operations 
is  the  tendency 
for  the  pain  to 
recur.  Specific 
complications 
also  are  associated  with  each  of 
the  neuroablative  procedures. 

Cordotomy  is  the  oldest  of  the 
neurodestructive  procedures  used 
in  cancer  patients.14  A cordotomy 
may  be  performed  unilaterally  or 
bilaterally.  Furthermore,  a physi- 
cian may  perform  either  an  open 
or  a percutaneous  cordotomy. 

The  procedure  is  used  most  often 
for  sharp,  aching  somatic  pain.  It 
is  less  appropriate  for  dysesthe- 
sias, post-herpetic  neuralgias  or 
deafferentation  pain.  It  is  limited 
in  use  for  problems  above  the  tho- 
racic area  because  bilateral  cor- 
dotomies of  the  cervical  spine 
carry  the  risk  of  respiratory  fail- 
ure. 

Unilateral  cordotomies  within 
the  cervical  area  are  possible. 

High  cervical  percutaneous  cor- 
dotomy at  C-l,  C-2  is  the  method 
of  choice  for  unilateral  pain  below 
C-5.  All  bilateral  cordotomies  can 
carry  the  risk  of  paralysis  of  the 


The  most  advanced  technique  in  neurolytic 
blocking  has  been  the  ablation  of  the  pituitary 
using  a stereotactic  approach. 
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sphincter.  During  the  immediate 
postoperative  period,  disabling 
dysesthesias  may  occur  in  as 
many  as  5%  of  the  patients.  Fur- 
thermore, a unilateral  section  may 
result  in  unmasking  pain  on  the 
contralateral  side. 

Initially,  pain  relief  is  produced 
in  between  70%  to  90%  of  pa- 
tients, but  this  number  drops  to 
50%  in  six  months,  and,  by  one 
year,  only  30%  of  patients  will 
continue  to  experience  relief.13 
Temporary  ipsilateral  pareses  and 
ataxia  may  be  disabling  temporar- 
ily. In  fact,  15%  of  patients  will 
experience  this.  Generally,  per- 
manent weakness  occurs  only  in 
5%  of  patients.  Repeated  cordoto- 
mies are  possible  for  patients  in 
whom  pain  does  recur. 

The  goal  of  commissural  myelo- 
tomy is  the  interruption  of  pain 
fibers  as  they  cross  in  the  anterior 
commissure  of  the  spinal  cord. 
This  method  may  be  useful  in 
treating  bilateral  or  midline  cancer 
pain  with  a lower  rate  of  compli- 
cation than  a bilateral  cordotomy. 
The  operation  has  an  initial  suc- 
cess rate  of  between  60%-  to  90% 
of  patients.16 17  Complications 
include  the  development  of  tran- 
sient but  severe  dysesthesias. 
Postoperative  bladder  dysfunction 
or  motor  weakness  is  uncommon. 
As  with  cordotomy,  the  pain 
tends  to  return  in  time. 

Destructive  lesions  may  be 
made  in  the  dorsal  root  entry 
zone  (DREZ)  of  the  substantia 
gelatinosa.  DREZ  lesions  have 
been  useful  particularly  in  deaffer- 
entation  pain  states,  such  as  phan- 
tom, postherpetic  and  postradia- 
tion pain.18  Reports  show  be- 
tween 50%  to  75%  of  patients  will 
experience  complete  relief.14 
However,  long-term  studies  have 
not  yet  proven  how  long  the  relief 
lasts. 

Other  neuroablative  procedures 


that  require  stereotactic  ap- 
proaches include  medullary  trac- 
totomy, mesencephalotomy,  tha- 
lamotomy, hypophysectomy  and 
cingulumotomy. 

A neuroaugmentive  procedure 
for  cancer  pain  relief  is  dorsal 
column  stimulation.  This  is  a 
simple  technique  in  which  per- 
cutaneous electrodes  are  intro- 
duced into  the  dorsal-epidural 
space  of  the  vertebral  canal.  Its 
long-term  results  have  been  disap- 
pointing with  cancer  pain.13  In- 
tracerebral stimulation  includes 
stimulation  of  the  sensory  tha- 
lamic nuclei,  the  internal  capsule, 
periventricular  and  periaqueduc- 
tal gray.  These  are  most  useful 
for  pain  in  the  face  and  throat 
when  other  neurosurgical  proce- 
dures have  failed. 11420  □ 
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And  Call  Us  in  the  Morning.  1-800-444-6244. 


(Treatment  of  Choice  for  Office  Information  Management  Migraines.) 


INDICATIONS  AND  USAGE:  Medical  Accounts  Group,  Inc, 
is  indicated  for  the  relief  of  Office  Information  Management 
Migraines.  It  has  been  demonstrated  that  our  services  and 
products  provide  greater  benefits  than  conventional  office 
management  methods. 

Patients  using  this  treatment  should  receive  the  following 
information  and  instructions  concerning: 

1.  Accounts  Receivable  Management 

• our  full  service  bureau  billing  includes  account 
administration  and  patient  inquiry  management. 

• our  MACS  (Medical  Accounting  Control  Software)  on 
a turnkey  computer  system  includes  hardware,  installation, 
documentation,  training  and  support. 

2.  Patient  Charting  Management 

• our  SmartChart®  Medical  Charting  Software  supports 
history  and  physicals,  daily  notes,  discharge  summaries, 
prescriptions,  hospital  orders,  and  insurance  summaries 
with  home-to-office-to-hospital  portability.  Medical 
reference  data  bases  are  also  available. 

3.  Office  Accounting  Management 

• includes  our  MACSwriter  Report  Writer,  Uniplex  Word 
Processing,  and  RealWorld  accounts  payable,  payroll, 
inventory,  general  ledger,  and  spreadsheet  software. 


4.  Software  Support  and  Management 

• our  MACS  and  SmartChart  software  are  company-owned 
and  maintained  in-house  by  our  expert  programming 
staff.  Support  is  available  for  all  other  software  products 

5.  Supplies  and  Forms  Management 

• our  data  processing  supplies  and  forms  are  available 
with  volume  discounts  intact 


CONTRAINDICATIONS:  None.  Clinically  tested.  Proven 
dependable. 

PRECAUTIONS:  None  The  first  medication  proved  safe  and 
effective  for  Office  Information  Management  Migraines  for 
all  patients  regardless  of  age,  sex,  or  underlying  conditions 

DOSAGE  AND  ADMINISTRATION:  Each  tablet  contains 
the  maximum  strength  permitted  by  law.  Administer  only 
after  consultation  with  a Medical  Accounts  Group,  Inc. 
authorized  representative. 

HOW  SUPPLIED:  Bv  people  with  a caring  attitude,  a high 
level  of  professional  expertise  and  a strong  long-term 
commitment  to  client  service,  training  and  support 
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Exacerbation  of  bleeding 
with  renal  insufficiency 


Michael  E.  Pauszek,  M.D. 
Franklin,  Ind. 

.^Vcute  gastrointestinal  bleed- 
ing is  a common  reason  for  hospi- 
talization. With  acute  hemor- 
rhage, the  incidence  of  a definable 
anatomic  abnormality  is  high. 
Associated  coagulopathy  is  un- 
usual but  must  be  identified. 
Laboratory  tests  including  platelet 
count,  protime  and  activated  par- 
tial thromboplastin  in  time  are 
performed  regularly. 

Renal  insufficiency  is  associated 
with  a prolongation  in  the  bleed- 
ing time  and  a tendency  for  clini- 
cal bleeding.  Multiple  functional 
abnormalities  of  coagulation  and 
hemostasis  are  associated  with 
renal  disease,  including  defective 
platelet  aggregation  to  adenosine 
diphosphate,  defective  platelet 
adhesiveness  to  glass-bead  col- 
umns, decreased  availability  of 
platelet  factor  3 and  increased 
prostacyclin  from  vessel  walls. 

Presented  here  is  a case  report 
of  an  elderly  patient  with  an  epi- 
sode of  upper  gastrointestinal 
hemorrhage  that  responded  well 
to  the  correction  of  her  prolonged 
bleeding  time  with  cryoprecipi- 
tate. 

Case  study 

A 91 -year-old  woman  went  to 
the  emergency  room  at  Johnson 
County  Memorial  Hospital  May 
29,  1988,  after  vomiting  a material 
like  coffee  grounds  and  an  epi- 
sode of  unconsciousness.  She  had 


a history  of  oral  agent  treated 
diabetes  mellitus,  degenerative 
joint  disease,  peptic  ulcer  disease 
and  lifelong  obesity.  She  had 
stopped  taking  a nonsteroidal 
anti-inflammatory  agent  more 
than  10  days  before  presentation, 
having  noted  no  improvement  in 
her  long-standing  joint  pain. 

Review  of  her  old  chart  re- 
vealed a chronic  elevation  of  her 
serum  creatinine,  3.1  to  3.5  mg  per 
deciliter  (normal  0.5  mg  to  1.4  mg 
per  deciliter).  She  reported  only 
an  occasional  ecchymosis  associ- 
ated with  physical  injury.  There 
was  no  history  of  excessive  bleed- 
ing or  family  history  of  bleeding 
diathesis. 


Renal  insufficiency 
is  associated  with 
a prolongation  in  the 
bleeding  time  and 
a tendency  for 
clinical  bleeding. 


She  was  pale  on  examination. 
Her  reclining  heart  rate  was  ele- 
vated to  124.  Oral  and  pharyn- 
geal examinations  were  unremark- 
able. No  petechiae  or  ecchymoses 
were  noted.  On  rectal  exam,  no 
masses  were  present,  but  the  stool 
was  melanotic.  A nasogastric 
aspirant  revealed  material  like 
coffee  grounds. 


Initial  laboratory  data  included 
a hemoglobin  of  9.2,  platelet  count 
191,000,  and  protime  and  acti- 
vated partial  thromboplastin  times 
were  14  and  17.7  seconds  respec- 
tively. Her  serum  creatinine  was 
elevated  to  3.1  mg  per  deciliter. 

The  patient  was  treated  with 
crystalloid.  At  the  time  of  admis- 
sion, a template  bleeding  time 
was  performed  using  standard 
test  procedure.  The  test  was 
stopped  at  15  minutes  because  of 
continued  bleeding  (normal  2.3  to 

9.5  minutes).  She  was  admitted, 
and  a transfusion  with  packed 
cells  was  instituted.  In  addition, 
the  patient  received  10  units  of 
cryoprecipitate. 

A repeat  template  bleeding  time 
performed  immediately  after  com- 
pletion of  the  cryoprecipitate  infu- 
sion remained  prolonged,  and 
again,  the  test  was  stopped  at  15 
minutes  for  continued  bleeding. 
Despite  transfusion,  her  hemoglo- 
bin decreased  to  a minimum  of 

8.6  gm  per  deciliter.  There  were 
no  further  episodes  of  loss  of  con- 
sciousness. 

The  melena  resolved  12  hours 
after  admission,  and  the  nasogas- 
tric was  removed.  The  repeat 
template  bleeding  time  at  19 
hours  after  transfusion  with  cry- 
oprecipitate had  normalized  to  4.5 
minutes.  An  upper  gastrointesti- 
nal series  performed  May  31, 

1988,  confirmed  a duodenal  ulcer. 

The  patient's  remaining  hospital 
course  was  uneventful,  and  she 
was  released  June  1,  1988,  to  the 
care  of  her  own  physician.  Rani- 
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tidine  therapy  was  continued  at  a 
reduced  dose  for  the  patient's 
renal  insufficiency. 

Discussion 

With  the  availability  of  the  well- 
standardized  template  bleeding 
time,  hemostatic  abnormalities  can 
be  readily  documented  and  seri- 
ally quantitated.  The  patient  had 
an  occasional  ecchymosis  but  no 
history  of  significant  bleeding 
disorder  or  recent  use  of  a non- 
steroidal anti-inflammatory  agent. 
However,  with  acute  gastrointesti- 
nal bleeding  and  elevated  creati- 
nine, the  possibility  of  an  underly- 
ing associated  hemostatic  defect 
was  considered  and  then  con- 
firmed by  finding  the  prolonged 
template  bleeding  time.  The  tem- 
plate bleeding  time  correlates  well 
with  clinical  bleeding  events.1 

Therapeutic  methods  used  in 
the  setting  of  a hemostatic  defect 
with  abnormal  renal  function  in- 
clude platelet  transfusion  and 
hemodialysis.  Neither  is  univer- 
sally effective  in  reversing  the 
coagulation  defect  and  controlling 
bleeding.  When  plasma  is  frozen 
and  then  thawed  to  4 degrees 


Celsius,  a precipitate  forms.  That 
precipitate  is  commonly  used  to 
treat  hemophilia,  von 
Willebrand's  disease  and  factor 
deficiency. 

The  mechanism  by  which  this 
cryoprecipitate  both  corrects  the 
bleeding  time  and  affects  bleeding 
in  renal  disease  is  unknown.  Fi- 
brinogen levels  increase,  but 
prothrombin  time,  thrombin  time 
and  activated  partial  throm- 
boplastin time  are  all  unaltered  by 
cryoprecipitate.2  Platelet  count 
and  platelet  aggregation  are  unal- 
tered . 

As  in  this  patient,  the  effect  on 
the  template  bleeding  time  is  de- 
layed. Had  the  bleeding  time 
corrected  promptly,  it  would  have 
supported  a diagnosis  of  von 
Willebrand's  disease,  in  which  a 
co-factor  for  primary  platelet  he- 
mostasis is  absent  but  immedi- 
ately replaced  with  the  cryopre- 
cipitate. 

This  patient's  bleeding  time 
normalized  and  remained  within 
the  normal  range  19  hours  after 
the  cryoprecipitate  transfusion. 
With  control  of  the  bleeding  disor- 
der, she  stabilized  and  improved. 


Summary 

An  elderly  patient  with  upper 
gastrointestinal  bleeding  of  peptic 
ulcer  disease  and  renal  insuffi- 
ciency was  presented.  Her  bleed- 
ing was  complicated  by  an  under- 
lying hemostatic  defect  related  to 
her  renal  disease  and  secondary 
bleeding  prolongation.  Cryopre- 
cipitate reversed  the  defect  and 
stopped  the  clinical  bleeding. 

In  the  elderly  adult  population 
where  renal  insufficiency  and 
elevated  creatinines  are  more 
common,  it  is  important  to  con- 
sider the  hemostatic  defect  that 
may  be  associated  with  renal  dis- 
ease and  bleeding.  Infusion  of 
cryoprecipitate  may  result  in  both 
a delayed  correction  of  the  abnor- 
mal bleeding  time  and  reversal  of 
clinical  bleeding.  □ 
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Service  at  no  charge. 

PPS  acts  as  a clearinghouse  for  communication  between 
physicians  and  recruiters  such  as  hospitals,  clinics  and  physi- 
cian groups.  Since  its  establishment  in  1987,  PPS  has  assisted 
many  physicians  in  locating  practice  situations. 

For  more  information,  contact  Denise  Le  Doux,  PPS  coor- 
dinator, Indiana  State  Medical  Association,  (317)  925-7545  or 
1-800-382-1721. 
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Transesophageal 

echocardiography 

A technique  for  intraoperative  monitoring 


Karen  L.  Bumb,  M.D. 
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James  A.  Trippi,  M.D. 

Harry  Siderys,  M.D. 

Harold  G.  Halbrook,  M.D. 
Indianapolis 

Echocardiography  (ECHO) 
has  long  been  recognized  as  an  ef- 
fective noninvasive  means  of  di- 
agnosing cardiac  abnormalities 
and  assessing  cardiac  function  in 
the  perioperative  patient.  With 
the  development  of  the  transeso- 
phageal echo  (TEE)  transducer, 
the  use  of  ECHO  has  been  ex- 
panded to  intraoperative  monitor- 
ing. 

TEE  has  demonstrated  its  ability 
to  give  immediate  and  continuous 
information  to  the  anesthesiologist 
and  surgeon.  Transesophageal 
imaging  was  first  reported  by 
Frazin  in  1976.'  This  initial  expe- 
rience involved  the  use  of  an  M- 
mode  esophageal  transducer  for 
the  patient  in  whom  traditional 
transthoracic  imaging  failed.  A 
major  advantage  of  transesoph- 
ageal imaging  is  that  less  tissue  is 
present  between  the  transducer 
and  the  heart,  making  imaging 
easier  in  obese  or  emphysematous 
patients.  It  also  allows  continuous 
monitoring  throughout  cardiac 
procedures  with  an  open  chest.2'* 

Approximately  two  and  a half 


years  ago,  an  ECHO  system  with 
an  esophageal  probe  (Diasonics 
3.5  mHz  TEE  probe,  Diasonics 
Cardiovue  6400),  designed  to  be 
used  in  patients  having  major 
vascular  surgery,  was  obtained  by 
our  hospital.  This  equipment  has 
since  been  used  to  monitor  more 
than  100  patients  under  general 
anesthesia  during  cardiovascular 
procedures. 

Methods  and  materials 

After  the  induction  of  anesthesia 
and  intubation,  a 3.5  mHz  TEE 
scope  was  carefully  placed  in  the 
patient's  esophagus  through  a bit 


block  mouthpiece.  At  approxi- 
mately 20  cm  from  the  alveolar 
ridge,  imaging  was  begun  for 
optimal  placement.  An  intraop- 
erative exam  of  the  heart  included 
views  of  the  aortic  valve,  a long 
axis  four-chamber  view  noting 
function  of  the  mitral  and  tricus- 
pid valve,  and  a short  axis  or 
cross-section  of  the  patient's  left 
ventricle  at  the  level  of  the  papil- 
lary muscles  to  continuously 
monitor  for  segmental  wall  mo- 


tion abnormalities  (SWMA).2 
Monitoring  was  continued  pri- 
marily in  this  position  unless 
valve  function  was  to  be  evalu- 
ated. By  changing  the  position  of 
the  scope  in  the  esophagus  and 
manipulating  the  controls  on  the 
scope,  one  can  readily  change 
from  a cross-sectional  image  to  a 
longitudinal  one.  All  studies  were 
recorded  on  1/2"  VHS  vide- 
otape.10 

Interpretation 

TEEchocardiography  can  assess 
a number  of  cardiac  functions  and 
anatomy.  Some  of  the  most  com- 


mon include: 

1)  Global  myocardial  function  - 
Although  some  computer-gener- 
ated programs  can  numerically 
analyze  function,  qualitative  as- 
sessment using  the  short  axis  view 
is  generally  used  in  the  operating 
room.  With  a little  experience,  the 
practicing  anesthesiologist  can 
find  the  two-dimensional  images 
very  helpful  in  assessing  cardiac 
function.28 

2)  Regional  wall  motion  - The 


TEE  has  demonstrated  its  ability  to  give 
immediate  and  continuous  information 
to  the  anesthesiologist  and  surgeon. 
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cross-sectional  view,  or  short  axis, 
is  the  most  useful  projection  for 
recognizing  segmental  wall  mo- 
tion abnormalities.  This  evalu- 
ation is  best  made  at  the  level  of 
the  papillary  muscles.  SWMA  are 
the  first  reflections  of  early  is- 
chemia, even  preceding  functional 
or  electrocardiogram  changes.3,4,5'11 

3)  Preload  - Familiarity  with  the 
cross-sectional  ECHO  view  during 
the  course  of  an  operation  will 
allow  the  qualitative  assessment 
of  a sudden  change  in  preload 
(i.e.,  the  heart  suddenly  appears 
empty  or  full)  and  allows  rapid 
assessment  of  the  patient's  vol- 
ume status.6,8,12 

4)  Cardiac  anatomy  - TEE  also 
can  be  helpful  in  identifying  ana- 
tomical features  that  may  influ- 
ence cardiac  performance.  Mitral 
valve  prolapse,  hypertrophic 
cardiomyopathy,  thickened  and 
calcified  valve  leaflets,  aortic  dis- 
section and  intracardiac  air  can  be 
identified  easily.2,8 

Case  report 

A 58-year-old  white  man  with 
congestive  heart  failure  and  mitral 
regurgitation  after  a recent  infe- 
rior myocardial  infarction  was 
brought  to  the  operating  room  for 
intended  coronary  artery  bypass 
grafts  and  mitral  valve  replace- 
ment. 

The  TEE  was  placed  easily  after 
the  induction  of  anesthesia  and 
endotracheal  intubation.  A dobu- 
tamine  drip  was  running  continu- 
ously to  maintain  the  patient's 
blood  pressure  in  the  90-100  sys- 
tolic range  and  pulmonary  artery 
pressure  of  50/25.  The  TEE  im- 
ages showed  fair  ventricular  func- 
tion and  abnormal  motion  of  the 
mitral  valve  leaflets. 

Approximately  20  minutes  after 
the  operation  began,  the  patient's 
blood  pressure  decreased  to  80 
systolic  and  pulmonary  artery 


pressure  rose  to  74/29.  TEE 
showed  obvious  failure  of  the 
leaflets  to  coapt.  Immediate  treat- 
ment with  intravenous  nitroglyc- 
erin bolus  and  drip  resulted  in 
great  improvement  in  blood  pres- 
sure to  140  systolic,  pulmonary 
artery  pressure  to  27/16  and  obvi- 
ous correction  of  valve  dysfunc- 
tion. 

As  a result  of  the  images  seen 
with  the  TEE,  the  patient  was 
believed  to  have  mitral  regurgita- 
tion secondary  to  his  ischemia. 
Revascularization  was  performed 
and  a mitral  annular  ring  was 
placed,  rather  than  mitral  valve 
replacement. 

Another  case  report 

A 50-year-old  man  underwent  a 
triple  coronary  artery  bypass  graft 
procedure  for  unstable  angina. 

His  disease  included  a total  occlu- 
sion on  the  left  anterior  descend- 
ing coronary  artery.  After  he  was 
anesthetized,  a two-dimensional 
TEE  study  was  performed.  Mitral 
and  aortic  valve  function  ap- 
peared normal,  and  left  ventricle 
function  appeared  to  be  good  in 
both  long  and  short  axis  views. 
The  short  axis  (cross-section  of  the 
left  ventricle)  was  monitored  con- 
tinuously during  the  procedure. 

Before  weaning  the  patient  from 
cardiopulmonary  bypass,  the 
echocardiogram  revealed  a seg- 
ment of  the  anterior  left  ventricle 
where  the  wall  motion  was  mark- 
edly depressed.  This  area  corre- 
sponded in  the  area  supplied  by 
the  left  anterior  descending  coro- 
nary artery,  which  had  been  by- 
passed with  a left  internal  mam- 
mary artery  graft. 

A nitroglycerin  drip  was  insti- 
tuted, and  perfusion  pressure  was 
raised  with  phenylephrine.  The 
SWMA  was  reversed  during  the 
next  five  to  10  minutes,  and  the 
patient  was  weaned  successfully 


from  cardiopulmonary  bypass 
with  only  a nitroglycerin  drip. 
Continuous  monitoring  of  the  TEE 
revealed  excellent  left  ventricular 
contractility  for  the  rest  of  the 
procedure. 

Summary 

Cardiac  ischemia  and  myocar- 
dial infarction  continue  to  be  ma- 
jor causes  of  perioperative  mor- 
bidity and  mortality,  despite  ag- 
gressive intraoperative  monitor- 
ing. Intraoperative  TEE  is  evolv- 
ing as  a helpful  noninvasive 
monitor  in  patients  with  coronary 
artery  disease  and  valvular  heart 
disease.11  Early  detection  of  is- 
chemia and  evaluation  of  valve 
function  with  continuous  imaging 
has  allowed  the  use  of  TEE  as  a 
dynamic  tool  to  optimize  thera- 
peutic management  of  cardiac 
dysfunction  that  was  not  always 
readily  available  by  conventional 
invasive  techniques.3  As  new 
equipment  and  techniques  are 
developed,  this  monitoring 
method  will  undoubtedly  find 
even  more  frequent  intraoperative 
use.  □ 

Drs.  Karen  Bumb  ami  Robert  Lam - 
alette  are  with  the  Department  of 
Anesthesiology,  Methodist  Hospital  of 
Indiana.  Dr.  lames  Trippi  is  with  the 
Department  of  Cardiology,  Methodist 
Hospital  of  Indiana.  Drs.  Harry 
Siderys  and  Harold  Halbrook  are 
with  the  Department  of  Cardiovascu- 
lar Surgery,  Methodist  Hospital  of 
Indiana. 


Correspondence:  Harry  Siderys, 
M.D.,  Director,  Cardiovascular  Cen- 
ter, Methodist  Hospital  of  Indiana, 
1701  N.  Senate  Blvd.,  Suite  A2104, 
Indianapolis,  IN  46202. 
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Dental  implants 


Summary  of  NIH  Consensus 
Development  Conference 


David  T.  Brown,  D.D.S. 
Indianapolis 

' 1 ' he  National  Institute  of  Den- 
tal Research  (NIDR),  the  National 
Institutes  of  Health  (NIH)  Office 
of  Medical  Applications  of  Re- 
search and  the  U.S.  Food  and 
Drug  Administration  held  the 
second  Consensus  Development 
Conference  on  Dental  Implants  in 
June  1988. 

The  use  of  dental  implants  has 
escalated  dramatically  in  the  past 
few  years,  and  a continuation  of 
this  trend  is  anticipated.  Accord- 
ing to  the  consensus  statement, 


the  number  of  dental  implants 
placed  in  the  United  States  in- 
creased four-fold  from  1983  to 
1987. 

The  consensus  panel's  statement 
attempted  to  respond  to  questions 
regarding  long-term  effectiveness 
of  implants;  indications  and  con- 
traindications of  the  various  types 
of  dental  implants;  surgical,  re- 
storative and  periodontal  patient 
management;  health  risks;  and 
future  research  directions  for  den- 
tal implantology.  The  panel  noted 
that  a large  proportion  of  endosse- 
ous, subperiosteal  and  transosteal 
implants  has  remained  in  place 
for  at  least  10  years.  Indications 


and  contraindications  for  a num- 
ber of  dental  implants  were  de- 
scribed. 

A multidisciplinary  approach  to 
the  surgical,  prosthodontic  and 
periodontal  management  of  im- 
plant insertion  and  maintenance 
was  advised. 

Suggestions  included  long-term 
comparison  studies  of  the  differ- 
ent types  of  implants  and  the  es- 
tablishment of  a national  dental 
implant  registry.  □ 

The  author  is  assistant  professor, 
Department  of  Prosthodontics,  Indi- 
ana University  School  of  Dentistry, 
Indianapolis. 


■drug  names 


Look-alike  and  sound-alike  drug  names 


CIDEX 

LIDEX 

Category: 

Antiseptic  & germicide 

Corticosteroid 

Brand  name: 

Cides,  Surgikos 

Lidex,  Syntex 

Generic  name: 

Glutaraldehyde 

Fluocinonide 

Dosage  forms: 

Solution 

Ointment,  cream, 
solution,  gel 

CALCIDRINE 

CALCIPARINE 

Category: 

Cough  preparation 

Anticoagulant 

Brand  name: 

Calcidrin,  Abbott 

Calciparine,  DuPont 
Critical  Care 

Generic  name: 

Codeine-calcium  iodide 

Heparin  calcium  injec 

Dosage  forms: 

Syrup 

Injection 

Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

Look-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
bv  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scribes Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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If  you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to  members  of  the  Indiana  State  Medical 
Association  and  their  employees  through  expanded  ISMA 
group  sponsored  Lincoln  National  Life  health  insurance  coverage: 


MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense  protection 

— $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense  protection 

— $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  5 

• Comprehensive  Major  Medical  expense  protection 

— $250  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  6 

• Comprehensive  Major  Medical  expense  protection 

— $100  Calendar  Year  Deductible 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  7 

• Economical  Comprehensive  Major  Medical  expense 
protection  — $1,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 


DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 

MEDICAL  REIMBURSEMENT  PLAN 

• Thx  Deductible  to  the  professional  corporation 

The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Program  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage 
and  service  at  the  lowest  possible  cost.  A special 
claim  paying  unit  has  been  established  in  our  Fort 
Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or 
problems,  you  may  speak  directly  to  your  claim 
processor  at  800-348-4916.  We  look  forward  to 
serving  your  association  and  encourage  your  review 
of  the  program  and  services  being  provided. 

For  more  information  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
11595  N.  Meridian  St.,  Suite  802 
Carmel,  Indiana  46032 
(317)  573-6520 
1-800-421-3020  Indiana 
1-800-428-7105  Other  States 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
3935  North  Meridian  Street 
Indianapolis,  Indiana  46208 
(317)  926-4424 
1-800-382-1721  Indiana 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO. 9 


Dr 


Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr,  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital  — UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

"I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
b 800 'USA -ARMY. 

ARMY  RESERVE  MEDICINE. 
BE  ALLYOU  CAN  BE. 
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AXID® 

nizatidine  capsules 

Brief  Summary 

Conjutl  the  package  literature  for  complete  Information 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Arid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N = 100)' 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time - 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 
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indications  and  Usage  Axid  is  indicated  lor  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 
Precautions  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepabc  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subjects 

Laboratory  Tests  - False-posrtive  tests  for  urobilinogen  with  Mulbstix®  may 
occur  duhng  therapy  with  mzabdine 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocame,  phenytotn.  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3,900  mai  of  aspmn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  mzabdine,  150  mg  b i d , was 
administered  concurrently 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  m rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 


mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  bmes  the  human 
argmally  statistically  significant  mere 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 


dose)  showed  marginally  statistically  significant  increases  in  hepabc  carcinoma 


dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  synthesi 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 
In  a two-generabon.  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduebon 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  admmistrabon  to  pregnant  New  Zealand  white  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aorbe 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
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tered  to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizabdme  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lusbfies  the  potential  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  mzabdine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tenng  mzabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effeebveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions  Clinical  tnals  of  mzabdine  included  almost  5,000  patients 
given  nizabdine  in  studies  of  varying  durations  Domesbc  placebo-controlled  tnals 
included  over  1 ,900  patients  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals,  sweabng  (1  % vs 
0 2%),  urticana  (0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
SGPT  (ALT),  or  alkaline  pnosphatase),  occurred  in  some  pabents  and  was 


possibly  or  probably  related  to  mzabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT,  SGPT  enzymes  (greater  than  500 IU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of  elevated  liver 


enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  antiandrogenic  acbvity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  otner  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweating  and  urticana  were  reported  significantly  more  fre 
quently  in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermab 
bs  were  also  reported 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy 
laxis  following  admmistrabon  of  mzabdine  have  been  reported  Because  cross-sen- 
sitivity  in  this  class  of  compounds  has  been  observed,  H?-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensibvity  reacbons  (eg,  bronchospasm. 
laryngeal  edema,  rash,  and  eosmophiliai  have  been  reported 
Otner  - Hyperuncemia  unassorted  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia.  fever,  and  nausea  related  to  mzabdine  admmistrabon  have  been 
reported 

Overdosage  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic -type  effects,  including  laenmabon,  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  m dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  3(11 
mg/kg  and  232  mg/kg  respectively 

Treatment  - To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Centei  Telephone  numbers 
of  certified  poison  control  certters  are  listed  in  the  Physicians ' Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  pabent 
If  overdosage  occurs,  use  ot  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  for 
four  to  six  hours  increased  plasma  clearance 
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(continued  from  page  428) 

lege.  He  also  became  active  in  local  civic  improvement 
and  was  responsible  for  developing  the  city  parks  and 
boulevard  system  in  Indianapolis. 

Dr.  Frank  B.  Wynn  (1860  to  1922)  has  been  the 
subject  of  numerous  articles  and  photographs.  This 
caricature  is  the  only  evidence  that  reveals  him  as  a 
cigar  smoker.  The  Medical  Educational  Resources 
Program  at  the  Indiana  University  Medical  Center 
currently  is  producing  a biographical  videotape  about 
Dr.  Wynn.  □ 


New  schedule  affects  regular 
monthly  scientific  articles 


Effective  with  the  July  issue,  three  regular,  monthly 
scientific  articles  in  Indiana  medicine  will  appear  in 
alternating  months. 

The  Continuing  Medical  Education  article  and  quiz 
provided  by  the  Indiana  University  School  of  Medicine 
will  be  published  in  odd-numbered  months  starting  in 
July.  However,  the  answers  to  the  CME  quiz  will  be 
printed  the  month  after  the  quiz  is  published  and  may 
be  found  by  referring  to  the  contents  page. 

The  Critical  Care  Medicine  article,  submitted  by 
Methodist  Hospital  of  Indiana,  and  the  Radiology 
Clinic  article,  submitted  by  the  Department  of  Radiol- 
ogy at  the  Indiana  University  School  of  Medicine,  will 
be  published  in  even-numbered  months  starting  in 
August.  □ 
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MATEC:  Retrofitting  health 
professionals  for  the  AIDS  era 


Judith  D.  Johnson,  M.D. 
Indianapolis 

Editor's  note:  This  is  the  first  in  a 
monthly  series  of  three  AIDS  articles. 

A s of  Feb.  28,  1989,  there 
were  88,096  reported  AIDS  cases 
in  the  United  States,  and  as  of 
April  1,  there  were  503  cases  in 
Indiana.  In  1985,  fewer  than  30 
AIDS  cases  were  reported  in  Indi- 
ana. 

How  many  HIV-infected  and 
infectious  people  are  there  in  Indi- 
ana? The  U.S.  Public  Health  Serv- 
ice has  suggested  that  there  may 
be  50  to  100  HIV  seropositive  in- 
dividuals for  each  diagnosed 
AIDS  case,  provid- 
ing a range  for 
Indiana  of  25,150 
to  50,300  HIV- 
infected  people  at 
this  time.  Even  if 
more  conservative 
multipliers  are 
used  and  if  HIV 
transmission  in  the 
state  stopped  to- 
day, we  can  predict  that  thou- 
sands of  Indiana  citizens  will  be- 
come ill  from  HIV  infection  and 
seek  care  in  the  next  few  years. 

How  are  health  and  human 
service  professionals  preparing  for 
this? 

In  the  fall  of  1988,  the  Midwest 
AIDS  Training  and  Education 
Center,  Indiana  site  (MATEC/ 
Indiana)  was  established  in  the 
Indiana  University  School  of 
Medicine,  Department  of  Medi- 
cine, Division  of  Infectious  Dis- 
eases. MATEC/Indiana  provides 
education  and  training  to  health, 
mental  health  and  social  service 


professionals  throughout  Indiana 
in  the  field  of  HIV  infection  and 
AIDS.  Under  a grant  from  the 
Health  Resources  and  Services 
Administration  (HRSA)  of  the 
U.S.  Public  Health  Service,  three 
infectious  disease  physicians,  a 
psychiatrist,  a dentist,  a psycholo- 
gist, a social  worker,  two  nurses,  a 
medical  education  specialist  and  a 
sex  researcher  form  a multidisci- 
plinary team  that  mirrors  the 
multifaceted  service  needs  of  the 
HIV-infected  patient. 

Members  of  the  MATEC/Indi- 
ana group  are  all  Indiana  Univer- 
sity faculty,  and  several  provide 
direct  care  to  HIV-infected  pa- 
tients, either  through  their  respec- 
tive schools  and  departments,  as 


community  volunteers  or  both. 
Working  in  the  quarters  of 
Wishard  Memorial  Hospital,  Indi- 
anapolis, MATEC/Indiana  offers 
conferences,  workshops  and  semi- 
nars as  well  as  telephone  consul- 
tation, information  and  referral. 

MATEC/Indiana  is  one  of  seven 
sites  in  the  six-state  MATEC  proj- 
ect, which  is  based  at  the  Univer- 
sity of  Illinois  at  Chicago.  This 
six-state  project  is,  in  turn,  one  of 
13  similar  education  and  training 
centers  (ETC)  that  have  been  es- 
tablished around  the  country  since 
1987.  While  MATEC  shares  suc- 
cessful curricula,  materials  and 


methods  among  its  sites  and  with 
other  ETC  around  the  country, 
each  site  has  the  flexibility  to  re- 
spond to  the  priority  needs  of  its 
service  area. 

In  funding  MATEC  and  other 
ETC,  HRSA  recognizes  the  vital 
importance  of  building  the  na- 
tion's capacity  to  provide  effective 
and  humane  care  for  HIV-infected 
people  and  people  with  AIDS. 

No  one  knows  when  the  exponen- 
tial increase  in  new  cases  will 
subside,  but  before  the  epidemic 
is  over,  every  primary  care  physi- 
cian in  the  United  States  probably 
will  care  for  at  least  one  HIV- 
infected  patient,  whose  serostatus 
may  or  may  not  be  recognized. 

Physicians  and  other  care  pro- 
viders need 
professional 
education  and 
training  pro- 
grams that  are 
specific  to  AIDS 
and  HIV  infec- 
tion. Many 
health  care  pro- 
viders com- 
pleted their 
training  long  before  this  disease 
appeared  and  now  must  acquire 
new  knowledge  and  skills.  Physi- 
cians and  other  care  providers 
also  may  have  to  examine  their 
personal  attitudes,  values  and 
behaviors  to  become  effective 
caregivers  for  these  patients,  so 
programs  must  address  educa- 
tional needs  in  the  affective,  be- 
havioral and  cognitive  domains. 

In  AIDS  education,  work  in  the 
affective  domain  is  particularly 
important  because  in  all  profes- 
sional groups  there  may  be  emo- 
tional and  attitudinal  barriers  to 
professional  involvement. 


MATEC/Indiana  provides  education  and 
training  to  health,  mental  health  and  social 
service  professionals  throughout  Indiana 
in  the  field  of  HIV  infection  and  AIDS. 
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First,  AIDS  is  frightening.  There 
is  a tendency  in  some  circles  to  try 
"normalizing"  AIDS  by  emphasiz- 
ing its  similarities  with  other  dis- 
eases like  hepatitis  B.  Although 
this  comparison  is  designed  to  be 
reassuring,  the  high  mortality 
associated  with  HIV  infection 
makes  these  attempts  sound  glib 
and  may  raise  suspicions  that  the 
"experts"  are  unaware,  uncon- 
cerned or  concealing  facts. 

Another  approach  to  normaliza- 
tion involves  the  death  toll  crite- 
rion. For  example,  we  point  out 
that  350,000  deaths  per  year  in 
this  country  are  related  to  smok- 
ing. In  attempting  to  put  the  HIV 
epidemic  into  such  a perspective, 
the  infectious  nature  of  HIV  is 
trivialized  and  anxieties  persist. 
After  all,  even  a smoking  health 
care  worker  need  not  fear  acquir- 
ing lung  cancer  from  caring  for  a 
patient.  Finally,  people  cannot 
and  do  not  forget,  that  unlike 
most  other  diseases  with  which  it 
is  compared,  HIV  infection  is 
thought  to  be  uniformly  fatal. 

HIV  infection  and  AIDS  are  new 
diseases.  The  natural  history  of 
HIV  infection  is  poorly  under- 
stood, and  the  clinical  conse- 
quences of  infection  are  protean 
and  complex.  Antigenic  drift,  the 
complexity  of  our  immune  system 
and  the  lack  of  animal  models 
have  slowed  vaccine  develop- 
ment. An  effective  vaccine  proba- 
bly will  not  be  available  during 
this  century.  To  date,  only 
zidovudine  (AZT)  is  available  by 
prescription  and  has  a significant 
effect  on  the  clinical  course  of  HIV 
infection.  Lack  of  curative  treat- 
ments and  the  prolonged,  down- 
ward course  of  HIV  infection  are 
discouraging  to  even  the  most 
positive  and  hopeful  caregiver. 

These  facts  certainly  increase  the 
anxiety  associated  with  caring  for 
HIV-infected  people.  But  some- 


times the  fear  of  occupational 
infection  becomes  obsessive  and 
may  block  awareness  of  other 
personal  risk  factors.  Dr.  Con- 
stance Wofsy  of  the  University  of 
California  at  San  Francisco  has 
observed  that  health  care  workers' 
perceptions  of  personal  risk 
evolve  over  time  through  five 
stages.1  The  first  stage  is  phobic 
avoidance;  the  second  is  a de- 
mand for  a totally  risk-free  envi- 
ronment. As  we  become  more 
knowledgeable,  we  realize  AIDS 
is  not  going  to  go  away,  but  risks 
can  be  managed.  We  then  be- 
come seriously  interested  in  self- 
education  and  finally  arrive  at  a 
genuine  concern  for  affected  pa- 
tients. 

By  arriving  at  a balanced  per- 
spective on  occupational  risk, 
providers  can  acknowledge  what 
has  been  proven  through  careful 
prospective  study:  The  risk  of 
infection  to  health  care  workers, 
even  with  confirmed  exposures  to 
HIV-infected  body  fluids,  is  less 
than  one-half  of  1%  per  expo- 
sure.2 The  vast  majority  of  HIV- 
infected  health  care  workers  ac- 
quire their  infections  through  the 
same  personal  off-the-job  behav- 
iors as  the  general  population. 

We  also  need  to  see  the  risks  of 
HIV  infection  in  proportion  to 
other  daily  health  risks. 

Physicians  and  other  health  care 
providers  may  have  fears  besides 
occupational  risk  of  infection. 
Sometimes  fear  of  social  stigmati- 
zation and  loss  of  other  patients 
makes  us  reluctant  to  be  publicly 
identified  as  care  providers  for 
HIV-infected  patients.  Other 
health  care  providers  feel  unclear 
about  what  legal  obligations  and 
constraints  are  involved  or  sus- 
pect an  increasing  burden  of  red 
tape  and  paperwork  surrounding 
the  delivery  of  care.  Health  and 
human  service  professionals  need 


and  deserve  education  and  sup- 
port if  these  barriers  are  to  be 
overcome. 

Such  personal  fears  are  not  the 
only  challenge  we  face  with  this 
disease.  AIDS  is  more  stigmatiz- 
ing than  any  other  disease  be- 
cause of  its  association  with  illicit 
and/or  "immoral"  behaviors.  In 
particular,  homophobia  may  com- 
plicate the  ability  to  provide  pro- 
fessional and  compassionate  care 
to  HIV-infected  people.  A com- 
mon public  opinion  is  that  AIDS 
patients  deserve  their  fate.  In 
multiple  public  opinion  surveys 
reviewed  by  the  Harvard  School 
of  Public  Health,  20%  of  the  re- 
spondents subscribed  to  the  "just 
deserts"  theory  of  AIDS  causa- 
tion.3 These  were  randomized, 
large  sample  polls,  so  we  can  as- 
sume health  care  providers  were 
included  in  the  samples. 

In  addition,  real  and  perceived 
differences  in  the  sociodemogra- 
phics of  HIV-infected  patients 
may  create  obstacles  to  achieving 
confidence  and  comfort  with  care 
delivery.  AIDS  cases  associated 
with  illicit  intravenous  drug  use 
(IVDU)  are  increasing  as  a propor- 
tion of  the  total,  especially  in  the 
urban  epicenters  on  the  East 
Coast.  Many  physicians  have  had 
adverse  experiences  caring  for 
drug  users,  while  some  may  be 
uncomfortable  due  to  lack  of  ex- 
perience. 

Moreover,  providers  may  come 
from  different  ethnic  and  cultural 
backgrounds  than  their  patients. 
Blacks  and  Hispanics  have  been 
tragically  and  disproportionately 
affected  by  this  epidemic,  yet  mi- 
nority doctor/population  ratios 
continue  to  be  much  lower  than 
for  whites.  Some  physicians  may 
lack  the  awareness  of  or  the  expe- 
rience in  dealing  with  specific 
cultural  values  and  concerns  of 
minorities. 
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Finally,  after  more  than  88,000 
cases  and  more  deaths  than  suf- 
fered in  Vietnam,  education  is  still 
the  only  effective  weapon  against 
continued  spread  of  HIV.  Often, 
health  care  providers  do  not  know 
what  education  really  means  and 
lack  the  skills  to  be  effective 
teachers.  We  may  have  unrealis- 
tic expectations  for  our  patients 
and  assume  they  will  be  uni- 
formly and  persistently  altruistic, 
self-abnegating  and  compliant. 

But,  we  are  attempting  to  teach 
people  to  modify  behaviors  that 
we  ourselves  might  be  reluctant  to 
change. 

For  example,  in  the  area  of  sex- 
ual behavior,  people  need  to  stop 
and  ask  themselves  whether  they 
would  (or  could)  either  change 
their  heterosexual  orientation  or 
permanently  accept  a sex  life 
without  the  exchange  of  bodily 
fluids.  Even  condom  use  is  diffi- 
cult to  regularize,  as  our  col- 
leagues in  family  planning  can 
attest.  Pragmatically,  health  care 
providers  must  make  risk  educa- 
tion, not  risk  elimination,  the  edu- 
cational objective. 

On  the  optimistic  side,  physi- 
cians and  other  health  care  pro- 
viders actually  have  good  evi- 
dence of  significant  risk-reducing 
behavior  change  in  the  high-risk 
IVDU  and  male  homosexual 
populations  studied.4  But,  exten- 
sive social,  psychological  and 
medical  supports  are  needed  to 
help  high-risk  infected  or  unin- 
fected people  make  sustained 
behavioral  changes.  Anyone  who 
has  struggled  with  obesity  or  to- 
bacco use  can  attest  to  the  diffi- 
culty of  achieving  permanent  be- 
havioral change.  Presenting  facts 
and  figures  to  patients  is  not 
enough.  Informing  them  of  their 
serostatus  and  risk  factors  isn't 
enough  either.  Caregivers  must 


become  more  sophisticated  in 
their  educational  efforts  with 
higher  risk  individuals. 

Low-risk  patients  need  educa- 
tion, too,  because  behaviors  that 
increase  the  risk  of  viral  acquisi- 
tion become  riskier  as  the  preva- 
lence of  HIV  infection  rises.  Even 
people  who  do  not  identify  them- 
selves as  practicing  high-risk  be- 
haviors may  actually  do  so. 


Risk  is  associated 
with  specific 
behaviors  and  exists 
on  a continuum 
from  zero  to  one, 
not  as  o binary 
variable. 


Forty  years  ago,  Kinsey  discov- 
ered that  heterosexuality  is  on  a 
continuum  with  homosexuality,5 
and  that  an  individual  may  have 
occasional  same-sex  contacts  with- 
out self-identifying  as  homosex- 
ual. Occasional  anonymous  un- 
protected sex,  just  like  occasional 
intravenous  drug  use,  will  pro- 
duce at  least  some  new  cases. 
Some  women  may  be  unaware  of 
a partner's  bisexuality  and,  there- 
fore, not  perceive  themselves  to  be 
at  risk.  Risk  is  associated  with 
specific  behaviors  and  exists  on  a 
continuum  from  zero  to  one,  not 
as  a binary  variable. 

Because  of  these  realities,  many 
caregivers  have  experienced  the 
altogether  human  and  normal 
inclination  to  withdraw  and  to 
remove  themselves  from  careers, 
specialties,  institutions,  facilities 
or  employment  contracts  that 
require  them  to  care  for  HIV- 


infected  people  and  people  with 
AIDS.  There  are  multiple  ways  to 
rationalize  this  impulse.  The  risk 
of  occupational  HIV  acquisition 
can  be,  and  often  is,  exaggerated. 
Or  a physician  can  claim  to  lack 
professional  qualifications  to  care 
for  HIV  infection  and  claim  a 
duty  to  refer  a patient  to  another 
provider.  These  physicians  have 
good  reason  not  to  learn  about 
HIV  and  AIDS  - acquiring  qualifi- 
cations would  create  an  ethical 
dilemma:  To  accept  and/or  retain 
patients  who  could  otherwise  be 
rejected  or  referred.6 

Physicians  and  other  health  care 
professionals  have  an  obligation 
to  educate  themselves  about  HIV 
infection  and,  within  the  limits  of 
expertise,  to  help  care  for  HIV- 
infected  people.  First,  caregivers 
must  become  educators,  assisting 
patients  to  remain  uninfected  or 
to  prevent  transmission  of  their 
infection.  Information  and  advice 
provided  in  a nonjudgmental  and 
accepting  manner  make  behav- 
ioral change  more  feasible  than  it 
may  have  been  before. 

Secondly,  Emanuel  has  made  a 
cogent  argument  for  sharing  the 
risk  of  occupational  HIV  infection 
within  specialties.7  For  example, 
if  there  is  only  one  surgeon  in 
town  who  will  take  HIV-infected 
cases,  the  surgeon's  long-term  risk 
is  compounded  each  time  a case  is 
accepted  from  a colleague  who 
refuses  to  operate  on  that  patient. 
The  same  reasoning  applies  to 
obstetricians,  anesthesiologists, 
dermatologists,  gastroenterolo- 
gists, pulmonologists,  etc. 

Finally,  as  Northfelt,  Hayward 
and  Shapiro  recently  noted,  HIV 
infection  is  becoming  a primary 
care  disease.6  There  will  never  be 
enough  infectious  disease  special- 
ists to  handle  the  caseload  alone. 
Patients  with  opportunistic  infec- 
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tions  and  cancers  who  are  now 
routinely  referred  to  specialists 
can  and  must  be  managed  as  long 
as  possible  by  their  primary  pro- 
viders. Moreover,  HIV-infected 
people  have  many  health  prob- 
lems unassociated  with  their  sero- 
logical status.  Community-based 
physicians  must  be  willing  to  treat 
routine  non-HIV-related  illnessess 
that  affect  these  patients.  Until  a 
vaccine  and  a cure  are  found, 
physicians  are  in  this  together. 

We  have  the  opportunity  to  be- 
come examples  of  compassion  and 
responsibility  to  society. 

MATEC/Indiana  tries  to  help 
physicians  and  other  health  care 
providers,  in  a range  of  profes- 
sions and  specialties,  become 
more  involved.  Information  on 
AIDS  and  HIV  infection  can  be 
found  in  the  literature  of  most 
health  and  human  service  profes- 
sions. Generally,  MATEC/Indi- 
ana offers  customized  programs 
that  make  maximal  use  of  our 
clients'  time. 

For  physicians  in  particular,  we 
will  be  offering  programs  that 
address  both  ends  of  the  clinical 
spectrum:  identification,  counsel- 
ing and  management  of  the 
asymptomatic  seropositive  pa- 
tient, and  special  clinical  topics  in 
diagnosis  and  management  of 
opportunistic  infections  and  can- 
cers. 

The  problem  of  affective  educa- 
tion - removing  the  barriers  of 
fear,  alienation  and  frustration  - is 
one  that  MATEC  cannot  address 
successfully  unless  our  clients 
want  help.  While  many  care  pro- 
viders do  want  help  with  emo- 
tional issues,  our  experience  has 
been  that  physicians  are  the  most 
resistant  of  any  professional 
group  to  the  public  exploration  of 
personal  feelings  and  attitudes. 
MATEC/Indiana  is  willing  to 
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Conference  on  HIV  infection  set  for  July  21,  22 


"HIV  Infection  in  Primary  Medical  Practice"  will  be  the  focus  of  a confer- 
ence designed  to  increase  the  medical  practitioner's  level  of  confidence  in 
providing  ongoing  primary  management  of  HIV-infected  patients  who  are 
asymptomatic  or  show  early  clinical  manifestations  of  HIV  disease. 

The  conference  will  be  July  21  and  22  at  the  University  Place  Executive 
Conference  Center  and  Hotel  in  Indianapolis.  Sponsors  are  the  Indiana  Uni- 
versity School  of  Medicine,  the  Midwest  AIDS  Training  and  Education  Center 
(MATEC)  and  the  Marion  County  Health  Department. 

Participants  will  learn  about  topics  including:  the  relationship  between 
the  HIV  and  substance  abuse  epidemics  in  the  United  States;  special  issues  in 
caring  for  ethnic  minority  clients;  medical  risk  factors  for  acquisition  of  HIV 
and  other  sexually  transmitted  diseases;  immunology  of  HIV  infection  and 
immunomodulating  therapies;  assessment  of  early  clinical  manifestations;  ini- 
tiation and  management  of  HIV  therapy;  psychosocial  aspects  of  HIV  care 
from  the  patient's  perspective;  and  Indiana  AIDS  statutes  and  regulations. 

I.U.  School  of  Medicine  faculty  members  who  will  address  participants 
are: 

• Virginia  A.  Caine,  M.D.,  assistant  professor  of  medicine,  Division  of 
Infectious  Diseases,  and  medical  director,  Bell  Flower  Clinic; 

• Kenneth  H.  Fife,  M.D.,  associate  professor.  Departments  of  Medicine, 
Microbiology  and  Immunology,  and  associate  director,  AIDS  Clinical  Trials 
Group; 

• Daniel  Hicks,  M.D.,  assistant  professor  of  psychiatry  and  director, 
Division  of  Consultation /Liaison  Psychiatry; 

• Judith  D.  Johnson,  M.D.,  assistant  professor  of  medicine,  Division  of 
Infectious  Diseases,  and  MATEC  project  director; 

• Robert  B.  Jones,  M.D.  and  Ph.D.,  professor  of  medicine,  microbiology 
and  immunology,  chief,  Division  of  Infectious  Diseases,  Department  of  Medi- 
cine, and  director,  AIDS  Clinical  Trials  Group;  and 

• Richard  B.  Kohler,  M.D.,  professor  of  medicine.  Division  of  Infectious 
Diseases. 

Guest  faculty  members  will  be: 

• James  Curran,  M.D.,  director,  AIDS  Program,  associate  director  for 
HIV/ AIDS,  Center  for  Infectious  Diseases,  Centers  for  Disease  Control,  U.S. 
Public  Health  Service,  Atlanta,  Ga. 

• King  K.  Holmes,  M.D.,  Ph.D.,  professor  and  vice-chairman.  Depart- 
ment of  Medicine,  University  of  Washington,  and  chief  of  medicine.  Harbor- 
view  Medical  Center,  Seattle,  Wash.; 

• H.  Clifford  Lane,  M.D.,  senior  investigator,  LIR,  National  Institute  of 
Allergy  and  Infectious  Diseases  (NIAID),  and  deputy  clinical  director,  NIAID, 
National  Institutes  of  Health,  Bethesda,  Md.; 

• Kathleen  G.  Lucas,  J.D.,  director,  Office  of  Legal  Affairs,  Indiana  State 
Board  of  Health; 

• Benny  Primm,  M.D.,  president,  Urban  Resource  Institute,  Addiction 
Research  Treatment  Corporation,  Brooklyn,  N.Y.;  and 

• Eric  A.  Yancy,  M.D.,  Indianapolis  pediatrician  and  president,  Aescu- 
lapian  Medical  Society. 

The  conference  has  been  approved  for  15  hours  of  Category  I credit.  It  is 
designed  for  the  medical  practitioner  in  general  practice,  general  internal 
medicine,  family  practice  and  obstetrics  and  gynecology.  The  fee  for  the  two- 
day  program  is  $150,  which  includes  lunch,  refreshments  and  materials. 
Residents  in  training  may  attend  at  no  charge,  but  lunches  and  materials  will 
not  be  included.  The  registration  deadline  is  July  15.  For  more  information, 
contact  the  MATEC  Project  Office,  Wishard  Memorial  Hospital,  WOP  312,  In- 
dianapolis, IN  46202,  (317)  630-7133.  O 
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facilitate  such  efforts  with  physi- 
cians if  asked. 

I am  optimistic  that  in  time  we 
can  normalize  AIDS,  at  least  to 
the  extent  of  assuring  that  hu- 
mane, high  quality  care  is  avail- 
able in  Indiana.  My  MATEC  col- 
leagues and  I are  committed  to 
helping  professionals  acquire  con- 
fidence and  comfort  with  HIV 
care  in  a less  lonely  and  pressured 
manner  than  we  ourselves  have 
had  to  acquire  it.  This  epidemic  is 
not  going  away,  and  caregivers 
need  to  face  it  together.  □ 

The  author  is  board-certified  in 
medicine  and  in  infectious  diseases. 
She  is  assistant  professor  of  medicine 
in  the  Division  of  Infectious  Diseases 
at  the  Indiana  University  School  of 
Medicine.  In  addition  to  directing 
the  Indiana  Site  of  the  Midwest 


AIDS  Training  and  Education  Cen- 
ter, she  is  director  of  the  Infectious 
Disease  Research  Clinic  of  the  Indi- 
ana University  School  of  Medicine 
AIDS  Clinical  Trials  Group  and  is 
infectious  disease  consultant  to  the 
Indiana  State  Board  of  Health. 


Correspondence  and  reprints:  Ju- 
dith D.  Johnson,  M.D.,  MATEC, 
Wishard  Memorial  Hospital,  WOP 
312,  Indianapolis,  IN  46202. 


For  information  on  MATEC  serv- 
ices, contact  the  project  office  at  (317) 
630-7133. 
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I his  space  contributed  as  a public  service. 


EATING  RIGHT  IS  HIGHLY 
LOGICAL. 

Recommendations: 

Eat  high-fiber  foods,  such  as 
fruits,  vegetables,  and  whole 
grain  products. 


Eat  fewer  high-fat  foods.  Maintain 
normal  body  weight.  And  live 
long  and  prosper. 

CALL  THE  AMERICAN  CANCER  SOCIETY 
AT  1-800-ACS-2345  FOR  FREE  NUTRITION  INFORMATION. 


AMERICAN 
y?  CANCER 
f SOCIETY® 


STAR  TREK  ® & © 1989  PARAMOUNT  PICTURES  CORPORATION  ALL  RIGHTS  RESERVED.  THE  AMERICAN  CANCER  SOCIETY  AUTHORIZED  USER. 


Effective  communication  tools 
„for  marketing  your  practice _ 


Myra  Borshoff,  APR 
Indianapolis 

Editor's  note:  This  is  the  second 
in  a three-part  series  on  marketing 
your  medical  practice. 

Successful  marketing  must  be- 
gin with  research  - an  assessment 
of  the  marketplace  to  identify 
needs,  followed  by  the  production 
of  services  that  adequately  meet 
the  identified  needs.  The  next 
step  is  to  develop  a strategic  mar- 
keting plan  including  various 
information  tools  that  will  com- 
municate the  availability  of  serv- 
ices to  those  who  need  them. 
(Marketing  research  and  market- 
ing plans  for  medical  practices 
were  presented  in  part  one  of  this 
series). 

Communication  of  medical  serv- 
ices presents  a complex  undertak- 
ing involving  the  written  word, 
the  spoken  word,  the  physician, 
the  office  staff  and  the  patient.  It 
is  an  essential  part  of  building 
and  maintaining  a successful 
medical  practice. 

Many  methods  are  available  to 
communicate  the  availability  of 
your  medical  services.  The  appro- 
priate methods  are  determined  by 
the  practice  goals.  The  specific 
programs  you  implement  will 
depend  on  what  the  internal  and 
external  assessments  reveal  as 
your  practice  objectives,  as  well  as 
your  budget  restraints. 

Attracting  new  patients 

Referrals  from  other 

physicians  - Other  health  care 
providers  in  your  community 
represent  one  of  your  leading 
referral  sources.  Activities  such  as 


thanking  physicians  for  referrals 
with  a personal  note  or  telephone 
call,  conducting  or  cosponsoring 
educational  seminars,  joining  the 
local  medical  society  and  visiting 
area  physicians  to  introduce  your- 
self and  your  practice  can  be  very 
effective. 

Printed  items  used  as  effective 
referral  tools  include:  1)  a prac- 
tice brochure  with  information 
about  how  and  when  to  refer;  2)  a 
newsletter  that  explains  to  other 
physicians  the  services  you  pro- 
vide; and  3)  a rotary  file  card, 
which  could  be  sent  in  a mailing 
or  distributed  at  a seminar. 


Consider 

developing  a packet 
of  information  for 
physicians  to  give 
the  patients  they 
refer  to  you. 


Consider  developing  a packet  of 
information  for  physicians  to  give 
the  patients  they  refer  to  you. 

This  packet  could  include  a "letter 
of  transmittal"  form  on  which  the 
referring  physician  can  write  the 
patient's  name,  reason  for  refer- 
ring and  his/her  own  name  and 
telephone  number;  a check-off 
form  on  the  back  of  the  letter  of 
transmittal  with  instructions  to 
help  the  patient  prepare  for  the 
appointment;  a copy  of  your  pa- 
tient information  brochure;  a re- 
cent issue  of  your  patient  newslet- 
ter; and  a medical  history  form 
that  the  patient  can  complete  be- 


fore coming  to  your  office. 

Referrals  from  patients  - Cur- 
rent patients  often  are  the  best 
and  the  most  economical  source  of 
referrals.  If  patients  like  the  way 
they  are  treated  by  you  and  your 
staff,  they  will  tell  others  about 
your  services.  However,  if  they 
are  not  happy,  they  will  tell  even 
more  people. 

To  encourage  referrals  from 
your  patients,  provide  a self-ad- 
dressed postcard  in  your  patients' 
bills  and  provide  space  on  the 
back  for  names  and  addresses  of 
potential  patients.  Then,  send 
letters  to  those  people  informing 
them  about  your  services.  Don't 
forget  to  send  a thank-you  card  to 
every  patient  who  refers  a new 
patient. 

Referrals  from  pharmacists  - 

Pharmacists  often  are  asked  for 
recommendations  by  customers 
who  have  not  had  much  success 
with  over-the-counter  remedies. 

In  addition,  new  residents  may 
take  a previous  doctor's  prescrip- 
tions to  the  local  pharmacy  and 
ask  for  a recommendation  for  a 
new  doctor. 

Establish  a relationship  with 
pharmacists  in  your  area  by  visit- 
ing them  and  explaining  how  you 
can  work  together.  Introduce 
your  practice  and  ask  about  the 
pharmacy's  special  services  and 
for  any  printed  information  con- 
cerning the  pharmacy.  In  return, 
leave  copies  of  your  patient  bro- 
chure and  newsletter.  Follow  up 
the  visit  with  a thank-you  letter. 

Increasing  visibility  in  your 
community  - Every  time  you 
participate  in  a community  activ- 
ity, you  make  people  aware  of 
you  and  your  practice.  You 
should  make  an  effort  to  join  civic 
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and  community  groups,  partici- 
pate in  community  health  educa- 
tion seminars,  help  with  school 
health  programs,  volunteer  to 
make  presentations  to  civic  and 
community  groups,  become  an 
active  member  of  your  local 
chamber  of  commerce  and  become 
a board  member  of  an  organiza- 
tion related  to  your  specialty. 

Expanding  awareness  of  your 
practice  through  the  media  - 
With  the  current  high  level  of 
interest  in  health  topics,  the  local 
media  provide  an  excellent  oppor- 
tunity for  generating  new  pa- 
tients. Monitor  media  coverage 
and  news  stories  for  opportunities 
to  contribute  your  expertise.  Sub- 
mit articles  to  your  local  newspa- 
per on  events  related  to  your 
practice,  such  as  new  services, 
new  staff  members  and  special  ac- 
tivities. Offer  to  participate  in  a 
television  or  radio  call-in  show. 

Get-acquainted  visit  - Today's 
health  care  consumers  are  shop- 
ping for  physicians.  Many  pro- 
spective patients  are  interested  in 
get-acquainted  visits.  These  visits 
should  be  offered  at  no  charge  but 
need  not  be  more  than  15  min- 
utes. Begin  by  giving  potential 
patients  an  overview  of  your  prac- 
tice, tell  them  about  your  qualifi- 
cations and  experience,  talk  about 
your  areas  of  special  interest  or 
expertise  and  finish  with  a brief 
summary  of  your  office  hours  and 
policies. 

Printed  communication  tools  - 

In  addition  to  oral  communica- 
tion, written  communication 
through  printed  materials  will 
give  current  and  potential  patients 
permanent  resource  material 
when  questions  arise  about  your 
practice. 

An  effective  way  to  promote 
your  practice  to  potential  patients 
is  to  mail  a letter  to  new  residents 


welcoming  them  to  the  neighbor- 
hood. Include  a description  of 
your  services,  a list  of  office 
hours,  directions  to  your  office 
and  a map. 

Practice  brochures  can  give  new 
patients  and/or  potential  referring 
physicians  information  about  your 
practice.  The  brochures  also  are 
useful  for  current  patients  to  keep 
for  reference.  A practice  brochure 
should  include  the  following:  1)  a 
message  reflecting  concern  for 
patients;  2)  a thank  you  for  their 
trust;  3)  a statement  of  your  phi- 
losophy of  care;  4)  office  hours, 
address  and  telephone  and  emer- 
gency numbers;  5)  a map  with  di- 
rections to  the  office;  6)  informa- 
tion on  how  to  make  an  appoint- 
ment and  what  to  do  in  an  emer- 


gency; 7)  a brief  list  of  your  quali- 
fications; 8)  details  about  the  serv- 
ices offered;  and  9)  pertinent  in- 
surance information. 

Business  cards  are  another  im- 
portant item.  Your  staff  and  pa- 
tients can  distribute  them  to  po- 
tential patients.  Include  a line 
that  distinguishes  you  from  other 
physicians  in  your  area,  such  as 
"evening  and  Saturday  hours 
available." 

A practice  newsletter  offers  an 
additional  means  of  promoting 
your  services.  The  primary  focus 
of  the  newsletter  should  be  on 
education,  topics  that  are  relevant 
to  your  patient  population  and  to 
the  time  of  the  year.  You  also 
should  include  changes  and  im- 


provements in  your  practice,  such 
as  new  equipment,  services  or 
staff  members.  Other  article  ideas 
can  develop  from  the  routine 
questions  your  staff  answers  ev- 
ery day,  such  as  office  hours,  pay- 
ment and  insurance  policies. 

Advertising  - It's  often  difficult 
to  begin  an  advertising  campaign, 
especially  if  few  other  physicians 
in  your  area  advertise.  The  keys 
to  successful  advertising  are  to 
tailor  the  words  in  your  advertis- 
ment  to  your  target  audience, 
select  the  appropriate  media  and 
evaluate  the  cost  based  on  expo- 
sure. Some  reasons  to  advertise 
include:  1)  opening  a new  prac- 
tice; 2)  changing  location;  3)  add- 
ing a partner;  and  4)  starting  a 
new  service.  Information  in  your 


advertisement  should  include  a 
name,  logo  (if  you  have  one),  type 
of  specialty,  board  certification, 
location,  hours,  specific  services 
offered  and  education. 

Yellow  pages  directory  advertis- 
ing is  routine  for  most  practices. 

It  is  a powerful,  effective  market- 
ing tool  for  generating  potential 
patients.  If  you  decide  to  use  a 
display  ad,  include  hours,  loca- 
tion, names  of  physicians,  benefits 
of  the  practice  and  illustrations  (a 
map,  building  and/or  logo).  Con- 
sider advertising  in  local  arts  pro- 
grams, civic  and  community 
magazines  and  widely  distributed 
weekly  shopping  guides. 

Customized  giveaways  - A 
small  item  imprinted  with  your 


With  the  current  high  level  of  interest  in  health 
topics,  the  local  media  provide  an  excellent 
opportunity  for  generating  new  patients. 


INDIANA  MEDICINE/June  1989 


467 


office  name,  address  and  tele- 
phone number  is  good  to  distrib- 
ute at  seminars,  workshops  and 
health  fairs. 

Making  patient  visits  pleasant 

Building  location  and  office 
decor  - The  patient's  first  impres- 
sion of  your  practice  is  tied  di- 
rectly to  the  ease  in  which  they 
can  find  your  building,  parking 
areas  and  office.  Office  decor  and 
reading  materials  also  contribute 
to  their  perceptions  of  your  opera- 
tion. The  office  should  be  attrac- 
tive and  cheerful,  and  the  recep- 
tion area  should  have  interesting 
reading  materials.  Information 
about  your  practice  and  medical 
specialty  should  be  available. 

A practice  notebook  consisting 
of  a high-quality,  three-ring  note- 
book can  be  placed  in  the  lobby. 
The  same  information  you  would 
put  in  a practice  brochure  is  ap- 
propriate; however,  this  format 
allows  more  detail  about  your 
services,  equipment  and  staff 
members.  It  can  be  typed  on  sta- 
tionery, hole  punched  and  placed 
in  a plastic  cover. 

Scheduling  for  effectiveness  - 
No  one  likes  to  wait,  so  try  not  to 
overbook.  Explain  delays  imme- 
diately. In  addition,  schedule 
time  for  new  patients  each  week, 
so  they  don't  wait  several  weeks 
for  their  first  appointment.  Con- 
sider using  a computerized  sched- 
uling system. 

Staff  interaction  and  support  - 

Educating  everyone  on  staff  about 
your  public  relations  and  market- 
ing plans  will  mean  the  difference 
between  success  and  failure  of  the 
total  effort.  Unless  you  work  con- 
scientiously to  develop  a team, 
your  efforts  will  be  seriously  di- 
luted. Every  employee  must  be  a 
part  of  the  program,  in  whatever 
ways  are  appropriate.  Everyone 


has  the  ability  to  act  as  a referral 
source.  Methods  of  rewarding 
employees  for  their  efforts  should 
be  developed. 

You  also  should  create  written 
policies  and  provide  training  for 
your  staff  on  telephone  courtesy, 
personal  appearance  and  how  to 
greet  patients  and  make  them  feel 
welcome.  Without  personalized, 
caring  service,  you  will  be  unable 
to  effectively  retain  the  patients 
you  attract  to  your  practice.  Re- 
search has  shown  the  critical 
points  of  patient  perception  in- 
clude: call  for  appointment;  arri- 
val for  appointment;  reception 
area;  treatment  by  staff;  interac- 
tion with  physician;  and  after-visit 
contact. 

Patient/physician  communica- 
tions - The  number  one  complaint 
patients  voice  is  their  doctor's  lack 
of  communication.  During  your 
exams,  allow  enough  time  to  fully 
explain  the  diagnosis  and  treat- 
ment, as  well  as  answer  any  ques- 
tions the  patient  may  have. 
Whenever  limits  must  be  set,  tell 
the  patients  why  and  what  can 
happen  if  they  ignore  your  advice. 
At  the  same  time,  give  them  a list 
of  "dos"  to  take  the  edge  off  the 
"don'ts."  Provide  patient  folders, 
imprinted  with  a practice  logo,  for 
records,  health  information  and 
practice  or  educational  brochures. 

1 lave  available  videotapes  of  com- 
mon diseases  or  problems.  The 
patient  can  either  borrow  the 
tapes  or  view  them  in  your  office. 

Keeping  in  touch  with  your 
patients 

Communicating  with  patients 
between  office  visits  makes  them 
feel  special. 

Telephone  calls  - Ask  patients 
if  they  would  like  to  be  called  a 
few  days  before  their  appointment 
to  remind  them  of  the  date  and 


time.  Reserve  a time  each  day 
when  patients  can  call  and  talk  to 
you  or  receive  your  return  calls. 
Check  back  with  patients  who  call 
with  significant  problems  to  see 
how  they  are  doing.  You  also 
should  call  patients  who  have 
minor  surgery  in  the  office  to 
check  their  progress. 

Mailings  - Send  a postcard  to 
remind  patients  of  appointments. 
You  may  not  be  able  to  reach 
everyone  by  telephone,  and  those 
you  do  reach  still  may  forget  to 
write  down  the  appointment. 

A computer-generated  but  per- 
sonalized letter  that  reviews  what 
happened  during  the  appointment 
could  be  sent  to  each  patient  fol- 
lowing a visit. 

Mailing  holiday  and  birthday 
cards  to  patients  also  makes  them 
feel  special.  In  addition,  read 
local  newspapers  and  send  your 
patients  a note  when  they  make 
news. 

Soliciting  patient  responses  - 

Conducting  a patient  survey  will 
enable  you  to  identify  weaknesses 
that  need  to  be  corrected  and 
strengths  that  can  be  used  to  build 
the  practice.  Data  to  be  gathered 
might  include:  appearance  of 
office;  friendliness  of  staff;  opinion 
of  services;  appropriateness  of 
charges;  level  of  understanding  of 
procedures;  promptness  of  obtain- 
ing appointments;  how  patients 
became  aware  of  your  practice; 
and  opinion  of  newsletter. 

Placing  a suggestion  box  in  the 
reception  area  is  another  way  to 
show  patients  you  care  about  their 
opinions.  Turn  patient  complaints 
into  opportunities  and  ways  to 
build  patient  loyalty.  Every  com- 
plaint should  be  acknowledged 
with  a call  or  letter  to  the  patient 
within  24  hours.  Thank  the  pa- 
tient for  alerting  you  to  the  prob- 
lem, and  tell  what  you  have  done 
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or  plan  to  do  to  correct  the  prob- 
lem. Ask  patients  for  suggestions 
in  your  newsletter. 

Diversifying  your  efforts 

Your  marketing  plan  will  dictate 
the  variety  of  techniques  you  use 
to  communicate  your  practice. 
Marketing  is  a multifaceted  busi- 
ness discipline.  Advertising,  like 
publicity,  community  relations  or 
patient  communications,  is  just 
one  element  of  a total  plan.  A 
failure  to  balance  the  marketing 
effort  - using  different  programs 
appealing  to  different  market  seg- 
ments - can  mean  ineffective  use 


of  time  and  money.  A carefully 
selected  media  mix  should  be 
based  on  your  established  market- 
ing objectives. 

Measuring  results 

There  are  many  ways  to  evalu- 
ate whether  your  marketing  plan 
is  working  depending  on  your 
goals  and  activities.  Basicallv, 
you  should  ask  all  new  patients 
what  brought  them  to  your  prac- 
tice, track  your  marketing  costs 
and  marketing-related  revenues 
and  measure  your  results.  Track 
your  referrals  as  well. 

The  most  important  point  to 


remember  is  that  a marketing  plan 
is  not  a quick  fix.  It  takes  time  to 
build  a practice.  However,  physi- 
cians who  develop  and  implement 
carefully  researched  marketing 
plans  will  see  both  short-term  and 
long-term  gains  in  their  practice 
growths.  □ 

The  author  is  president  of  Borshoff 
& Co.,  Inc.,  a public  relations  and 
marketing  communications  firm  in 
Indianapolis.  Her  firm's  specialty 
services  include  professional  services 
marketing. 
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"Youi  'I  Advantage" 


ENDLESS 
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TRAVEL 


Resort  Condominium  Rentals 

Resort  Condominiums  offer  all  the 
comforts  of  home  --  and  then  some. 

• Space  and  privacy 

• Separate  bedrooms 

• Kitchen  facilities 

• Lots  of  extras 

• Seven  full  days  and  nights 

• Hundreds  of  premier  locations  throughout 
the  continental  United  States,  Hawaii, 
Mexico,  the  Caribbean  — and  Europe 

• Affordable  rental  rates 

call  ENDLESS  VACATION  TRAVEL 
1-800-428-6011 
(In  Indiana,  1-317-876-1999) 

To  receive  your  discount,  be 
sure  to  give  the  vacation 
agent  your  client  code  #9118. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester . The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon  5 1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000  s NOC 
53159-001-10 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


EMC*Expi<r  ss'“  submits  claims 
to  these  insurance  carriers: 

Blue  Cross  and  Blue  Shield  of  Texas- Private  and 

Medicare  Part  B 

National  Heritage- Medicaid 

NEIC  ACTIVE  PARTICIPANTS 

Aetna 

Benefit  Trust  Life 
Confederation  Administration 
Confederation  Life 
Connecticut  General 
Equicor 
John  Hancock 
Great  Southern  Life 
Guardian  Life 
Life  of  Georgia 
Metropolitan  Life 
The  New  England 
Pacific  Mutual 
Philadelphia  American 
Philadelphia  Life 
Principal  Mutual  Life 
State  Mutual  Life  Assurance 
The  Travelers 

PRIVATE  HEALTHCARE  SYSTEMS 
ACTIVE  PARTICIPANTS 

Benefit  Trust  Life 
Business  Men’s  Assurance 
Central  Life  Assurance 
CNA  Insurance  Companies 
Claims  Administration  Corporation 
Confederation  Life 
Crown  Life 

Genera]  American  Life 
Great-West  Life 
The  Guardian  Life 
JefTerson-Pilot 
Mony  Financial  Services 
The  Mutual  Benefit  Life 
The  New  England 
Phoenix  Mutual  Life 
State  Mutual  Life 
Time  Insurance 
Washington  National  Life 
Western  Life 

The  following  vendors  have  incorporated  the 
EMC*Express™  system  into  their  physician 
practice  management  software: 

SYSTEM  VENDORS 


Advanced  Medical  Office  Systems 


(AMOS) 

209-466-1807 

Alcon 

1-800-225-5489 

Annson  Systems,  Inc. 

312-564-8310.  x500 

Artificial  Intelligence 

1-800-533-8902 

The  Cactus  Medical  Group,  Ltd. 

1-800-876-9495 

CYMA/McGraw  Hill 

1-800-292-2962 

Direct  Connection  Systems 

918-225-4555 

GSR  Systems,  Inc. 

1-800-426-9478 

Healthcare  Communications 

402-489-0391 

LDS 

913-492-5700 

Mid-Atlantic  ICS,  Inc. 

1-800-772-2842 

MOS.  Inc. 

1-800-323-6671 

The  Oakmark  Corporation 

619-268-7632 

Physician  Micro  Systems 

206-441-8490 

Physicians'  Office  Computer 

213-603-0555 

PRISM  Data  Systems 

1-800-223-3828 

Provision,  Inc. 

1-800-772-2847 

RB  Computer 

817-335-8478 

RLI  Professional  Technologies,  Inc. 

1-800-447-2205 

Santiago  Data  Systems,  Inc. 

1-800-652-3500 

TELECLAIM,  Inc. 

205-879-3022 

UNIVAIR,  Inc. 

314-426-1099 

Westland  Software  House,  Inc 

1-800-423-5880 

SERVICE  BUREAUS 

Control-O-Fax 

319-234-4651 

Also  Service  by: 

Mifax  Service  and  Systems 
Creative  Systems 
Systems  and  Services 


PRODATA 


1 -800-PRODAT  A 


You’re  looking  at  one  of 
the  most  outdated  procedures 
in  the  medical  profession. 


The  Raphan  Medical  Group 

4399  Hamlin  Street  Austin.  Icxas  X 46 


Henderson  Insurance  Co. 
Claims  Dept. 

53-30  70th  Street 
Maspeth,  New  York  11378 


Its  costly,  and  it's  painfully  slow. 

Yet  thousands  of  doctors  are  still  in  the  practice 
of  mailing  their  insurance  claims. 

A procedure  that  has  some  rather  unpleasant 
side  effects.  Such  as  costly  administrative  expenses, 
added  paperwork,  slower  claims  turnaround  and 
worst  of  all,  slower  cash  flow. 

Fortunately,  GTE  Health  Systems  has  a painless 
alternative. 

Our  EMC*Express™  system. 

Many  physicians'  software  vendors  have  incor- 
porated EMC*Express™  into  their  software.  And 
once  it's  part  of  the  complete  software  package, 
the  claims  information  you  put  in  the  computer  is 
automatically  edited  for  errors  and  omissions. 

Then,  with  a single  local  telephone  call,  the  claims 
data  is  sent  to  the  EMC*Express™  network  where 
it’s  transmitted  to  the  insurance  company’s  computer. 

And  all  this  takes  place  in  a matter  of  minutes. 

Something  the  postal  service  would  have  trouble 
doing. 

But  then  again,  who  could  keep  up  with  GTE? 
Another  solution  to  your  information  challenges  from 
GTE  Information  Services. 
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THE  POWER  IS  ON 


Congressmen  recognize 
Section  89  needs  overhaul 


Gregory  Wright,  CFP 
Indianapolis 

Author's  note:  At  press  time,  the 
House  Ways  and  Means  Committee 
Chairman  Daniel  Rostenkowski , D- 
III.,  introduced  legislation  that  would 
ease  employers’  Section  89  adminis- 
trative burdens.  I believe  this  legisla- 
tion will  be  a major  starting  point  in 
the  move  to  overhaul  Section  89,  as 
predicted  in  this  article.  Parallel  to 
this  move,  Sen.  Edward  Kennedy,  D- 
Mass.,  introduced  legislation  requir- 
ing all  employers  to  provide  group 
health  insurance. 

T he  Internal  Revenue  Service 
finally  dropped  the  second  shoe 
and  published  the  long  awaited 
Section  89  compliance  regulations. 
However,  you  may  want  to  delay 
the  implementation  of  these  com- 
plex welfare  benefit  plan  regula- 
tions. A drive  is  afoot  to  repeal  or 
modify  the  legislation  in  the  face 
of  threats  to  tax  all  employee 
health  benefits. 

It  has  been  common  practice  to 
tilt  employee  health  benefits  in 
favor  of  business  owners  and  key 
executives. 

For  example,  some  classes  of 
employees  might  receive  no 
health  insurance  benefits  or  have 
to  pay  a hefty  portion  of  the  cost, 
while  executives  receive  compre- 
hensive health  benefits  plans  at  no 
cost  to  them.  Also,  low-ranking 
employees  might  receive  only 
$5,000  of  group  term  life  insur- 
ance and  the  executive  group 
$50,000.  The  company  deducted 
the  cost  of  the  insurance  premi- 
ums and  the  benefits  were  not 
taxable  to  the  employees. 

Section  89  is  a legislative  at- 


tempt to  end  employee  benefits 
discriminatory  practices  ...  and  to 
raise  tax  revenues. 

Employers  are  now  required  to 
provide  all  employees  a full  de- 
scription of  all  welfare  plans,  eli- 
gibility requirements,  etc.  Also, 
they  must  demonstrate,  through 
complex  testing,  that  these  plans 
are  not  discriminatory.  These 
plans  include  health,  life  and 
other  similar  benefits.  And  the 
law  applies  to  all  employers  other 
than  churches  and  certain  church- 
controlled  organizations. 

These  compliance  requirements 
and  nondiscrimination  test  are  the 
most  administratively  complex 
benefit  laws  ever  passed  by  Con- 
gress. However,  if  you  thought 
the  law  was  overly  complex,  wait 
until  you  read  the  300  pages  of 
IRS  regulations. 

The  price  for  noncompliance  is 
not  measured  in  days  or  years  but 
in  money,  sometimes  lots  of 
money.  Employers  cannot  deduct 
the  cost  of  providing  the  benefits, 
and  employees  are  taxed  on  the 
value  of  the  benefits  received. 

Section  89  has  been  described  as 
"an  atomic  bomb  on  a suspected 
anthill  - and  missing  the  anthill." 

A lobbying  effort  to  repeal  Sec- 
tion 89  has  found  252  congress- 
men to  support  legislation  intro- 
duced in  the  House  Small  Busi- 
ness Committee  by  Rep.  John 
LaFalce,  D-N.Y.  Among  others, 
the  National  Federation  of  Inde- 
pendent Business  and  the  Na- 
tional Small  Business  United  sup- 
port the  repeal  move. 

Missing  is  congressional  sup- 
port from  all  but  one  of  the  25 
members  of  the  Ways  and  Means 
Committee.  Rep.  Dan  Rostenkow- 
ski, D-Ill.,  is  chairman  of  that 


committee.  The  move  to  repeal 
Section  89  is  viewed  by  Washing- 
ton insiders  as  more  symbolic 
than  practical. 

As  business  owners  experience 
confusion,  huge  problems  and 
significant  costs  associated  with 
implementing  Section  89,  they  are 
writing  their  congressional  repre- 
sentatives and  associations.  This 
issue  has  attracted  more  attention 
than  any  prior  benefit  legislation. 

Countering  the  move  to  repeal, 
the  powerful  Rep.  Rostenkowski 
has  launched  a drive  to  retain  the 
essence  of  this  complex  law. 

In  a series  of  speeches,  Ros- 
tenkowski and  his  staff  have 
threatened  the  introduction  of 
legislation  that  would  tax  all  em- 
ployee welfare  benefits  if  Section 
89  is  repealed.  Rep.  LaFalce,  a 
key  player  behind  the  repeal 
move,  candidly  suggests  taxing 
"excessive"  key-executive  benefits 
in  exchange  for  junking  Section 
89. 

Trade  groups  that  represent 
larger  employers  also  are  missing 
from  the  repeal  movement.  They 
say  it  is  politically  impossible  for 
a repeal  not  to  result  in  the  taxa- 
tion of  benefits,  just  as  Ros- 
tenkowski predicts. 

Cooler  and  perhaps  more  prag- 
matic heads  appear  to  prefer  sim- 
plification of  Section  89,  maybe 
with  special  considerations  for 
small  businesses. 

Proposals  are  being  drafted,  and 
the  outlook  for  a simpler  and 
more  workable  law  looks  possible 
at  the  time  of  this  writing.  A pro- 
posal by  Sen.  Pete  Domenici,  R- 
N.M.,  would  exempt  employers 
with  fewei  than  20  employees  and 
delay  compliance  for  all  others  for 
two  years.  Sen.  David  Pryor,  D- 
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Ark.,  has  proposed  a "safe  har- 
bor" from  nondiscriminatory  tests. 
However,  to  qualify,  an  employer 
would  have  to  meet  tough  restric- 
tions. 

Although  understood  by  very 
few  in  Congress  a few  months 
ago.  Section  89  has  become  a top 
issue  because  of  the  amount  of 
complaints  from  employers  and 
business  lobbying  groups. 

Not  to  be  left  behind,  some  lob- 
byists say  the  powerful  Rep.  Ros- 
tenkowski  is  behind  a major  draft 
underway  by  the  House  Ways 
and  Means  Committee  staff  to 
simplify  Section  89. 

The  "final"  IRS  regulations  gave 
business  owners  until  July  1,  1989, 
(rather  than  Jan.  1)  to  provide 


employees  with  a full  description 
of  available  benefit  plans.  Also, 
the  IRS  rules  for  1989  make  it 
clear  that  employers  do  not  have 
to  achieve  total  compliance  with 
the  law  as  long  as  they  make  a 
"good  faith  and  reasonable"  ef- 
fort. 

Accordingly,  some  consider  it 
smart  business  to  delay  rushing 
into  a comprehensive  Section  89 
compliance  program.  It  has  been 
suggested  that  smaller  employers 
write  a brief  description  of  their 
benefit  plans,  who  is  eligible,  em- 
ployee costs,  etc.  and  delay  giving 
the  information  to  employees 
until  the  July  1 deadline.  Then 
delay  the  complex  testing  until 
sometime  later. 


I believe  Section  89  will  be 
modified.  However,  don't  count 
on  Section  89's  repeal  without  a 
heated  fight  or  taxes  on  employee 
benefits.  I urge  you  to  stay  in- 
formed and  write  your  U.S.  sena- 
tors and  representatives  to  voice 
your  opinion.  □ 

The  author,  a certified  financial 
planner,  is  vice-president  of  the  ex- 
ecutive and  employee  benefits  divi- 
sions of  the  Conner  Insurance 
Agency,  Inc.,  Indianapolis. 

This  article  was  published  origi- 
nally in  the  April  10-16,  1989,  issue 
of  the  Indianapolis  Business  journal 
and  zvas  re-edited  for  Indiana  medi- 
cine by  the  original  author. 
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Thoughts  about  papering- 
up  a group  practice 


Thomas  W.  Rhodes,  ESQ 
Atlanta,  Ga. 

T he  law  books  are  full  of  cases 
where  physicians  have  found  it 
necessary  to  go  to  court  to  un- 
tangle a group  practice.  Typi- 
cally, one  physician  withdraws, 
retires  or  is  forced  out  of  the 
group  practice  and  cannot  reach  a 
financial  settlement  with  the  oth- 
ers. (Incidentally,  lawyers  them- 
selves often  end  up  in  lawsuits 
when  their  practices  break  up.) 

Prudent  physicians  in  a group 
practice  address  the  issues  before 
they  arise.  The  group's  document 
should  spell  out  the  following 
items  clearly  in  advance:  1)  who 
will  pay  the  "tail"  premium  for 
the  group's  malpractice  insurance 
covering  a former  member;  2) 
how  patient  files  will  be  handled; 
3)  how  the  former  member's  share 
of  hard  assets,  such  as  building 
and  equipment,  will  be  valued 
and  paid;  4)  how  accounts  receiv- 
able will  be  collected  and  paid;  5) 
whether  the  former  member  will 
receive  anything  for  his  interest  in 
other  arguable  assets,  such  as  an 
especially  advantageous  lease;  6) 
who  will  keep  the  practice's  name 
and  telephone  number;  7)  whether 
the  former  member  will  receive  a 
final  bonus,  and  what  will  be  off- 
set against  that  bonus;  8)  whether 
there  is  any  covenant  not  to  com- 
pete; 9)  how  the  former  member 
gets  "off  the  note"  on  any  of  the 
group  practice's  loans  he  has  co- 
signed or  agreed  to  be  responsible 
for;  and  10)  when  the  former 


member  will  receive  his  benefits 
from  the  group's  retirement  plan. 

Groups  practicing  as  partner- 
ships should  include  these  provi- 
sions in  their  partnership  agree- 
ments. Those  practicing  as  pro- 
fessional corporations  should  in- 
clude the  provisions  in  the  bylaws 
and  in  any  employment  agree- 
ments with  member-physicians. 

Frequently,  a corporation  agree- 
ment is  called  for  to  deal  with 
termination  matters  not  covered 
under  other  documents.  Some 
provisions  also  will  need  to  be 
included  in  the  pension  or  profit- 
sharing  plan  and  in  any  separate 
documents  governing  joint  owner- 
ship of  a building  or  equipment. 

If  a group  practice  has  invested 
heavily  in  buildings  or  equipment, 
it  may  wish  to  have  a "buy-sell 
agreement"  by  which  the  continu- 
ing members  will  buy  a deceased 
member's  interest  in  those  assets. 
Often,  the  group  practice  will 
fund  such  an  agreement  by  life 
insurance.  Each  member's  inter- 
est should  be  valued  periodically 
so  there  is  no  dispute  as  to  how 
much  is  owed. 

Physicians  in  a group  practice 
(and  sole  practitioners,  for  that 
matter)  also  should  give  close 
attention  to  the  relationship  be- 
tween their  retirement  plans  and 
their  wills.  As  the  years  go  by, 
many  physicians  accumulate  large 
amounts  in  their  tax-deferred 
retirement  plans.  Sometimes  that 
retirement  plan  represents  the 
physician's  largest  single  asset. 

Some  physicians  do  not  realize 
that,  if  they  die  before  retirement, 


their  retirement  funds  will  not 
necessarily  go  to  beneficiaries 
designated  in  their  wills.  It  is 
important  to  execute  formal  docu- 
ments applying  specifically  to  the 
retirement  plan  in  order  to  direct 
those  funds  in  the  event  of  death. 

A group  practice  also  needs  to 
consider  how  long  it  will  carry  a 
disabled  partner.  If  the  group 
insurance  policy  pays  disability 
income  to  a disabled  physician, 
the  policy  will  provide  a "waiting 
period."  If  the  group  practice 
leaves  the  purchase  of  disability 
income  insurance  to  each  individ- 
ual physician,  there  may  be  a 
variety  of  waiting  periods. 

A well-drafted  employment 
agreement  may  distinguish  be- 
tween different  types  of  disability. 
A physician  may  be  totally  and 
permanently  disabled,  totally  but 
temporarily  disabled,  or  perma- 
nently but  not  totally  disabled. 
Your  group  may  need  to  compen- 
sate a physician  differently  for 
these  different  conditions. 

The  group  needs  to  determine 
and  "paper-up"  in  advance  how 
much  and  how  long  it  will  pay  a 
disabled  partner.  It  is  difficult  to 
make  that  decision  for  the  first 
time  when  confronted  with  the 
tragedy  of  a disabled  partner  and 
his  family.  □ 


Reprinted  with  permission  from  the 
Archives  of  Otolaryngology-Head 
& Neck  Surgery  (1988;  114:954), 
copyright  1988,  American  Medical 
Association. 
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ISMA 

Constitutional  Amendment 


required  by  Article  X 
(Amendments)  of  the  ISMA 
Constitution,  Indiana  medicine  is 
publishing  the  following  ISMA 
resolution  for  the  second  time 
prior  to  its  being  resubmitted  and 
voted  on  by  the  1989  House  of 
Delegates.  The  language  is  con- 
tained in  Resolution  88-5  (Dis- 
crepancies in  Definition  of  "Offi- 
cers"), introduced  last  year  by  the 
Commission  on  Constitution  and 
Bylaws.  The  resolution  was  re- 
ferred to  Reference  Committee  2 
and  was  subsequently  "adopted" 
by  the  1988  House  of  Delegates. 

It  was  published  for  the  first  time 
in  the  January  1989  issue  of  Indi- 
ana medicine,  pages  53  and  54. 

The  resolution  follows: 

Whereas,  the  ISMA 
Constitution,  Article  VI,  Officers, 
specifies  that,  "The  general  offi- 
cers of  the  Association  shall  be  a 
President,  President-elect,  Imme- 
diate Past  President,  Treasurer, 
Assistant  Treasurer,  Speaker,  Vice 
Speaker,  Trustees,  and  the  Execu- 
tive Director;"  and 

Whereas,  the  Constitution,  Ar- 
ticle VI,  does  not  include  Alter- 


nate Trustees;  and 
Whereas,  Bylaws  Section  4.01, 
Composition,  specifies  that  "The 
officers  of  this  Association  shall  be 
a President,  President-elect,  Imme- 
diate Past  President,  Treasurer, 
Assistant  Treasurer,  Speaker,  Vice 
Speaker,  and  the  Executive  Direc- 
tor;" and 

Whereas,  Bylaws  Section  4.01, 
does  not  include  Trustees  (as 
specified  in  Article  VI  of  the 
Constitution)  nor  does  it  include 
Alternate  Trustees;  therefore  be  it 
RESOLVED,  that  Article  VI, 
Officers,  of  the  ISMA  Constitution 
be  amended  as  follows: 

"The  general  officers  of  the  As- 
sociation shall  be  a President, 
President-elect,  Immediate  Past 
President,  Treasurer,  Assistant 
Treasurer,  Speaker,  Vice  Speaker, 
Trustees,  Alternate  Trustees,  and 
the  Executive  Director." 
and  be  it  further 
RESOLVED,  that  Bylaws  Section 
4.01,  Composition,  be  amended  as 
follows: 

"The  officers  of  this  Association 
shall  be  a President,  President- 
elect, Immediate  Past  President, 
Treasurer,  Assistant  Treasurer, 


Speaker,  Vice  Speaker,  Trustees, 
Alternate  Trustees,  and  Executive 
Director,  each  of  whom  shall  be  a 
member,  except  the  Executive 
Director,  who  need  not  necessarily 
be  either  a physician  or  a mem- 
ber." 

and  be  it  further 
RESOLVED,  that  Constitution 
Article  V,  House  of  Delegates,  in 
order  to  be  consistent  with  the 
above-mentioned  Article  VI  and 
Section  4.01  be  amended  as  fol- 
lows: 

"The  legislative  and  policy-mak- 
ing body  of  the  Association  is  the 
House  of  Delegates  composed  of 
elected  representatives  and  others 
as  provided  in  the  Bylaws.  The 
House  of  Delegates  shall  transact 
all  business  of  the  Association  not 
otherwise  specifically  provided 
for  in  the  Constitution  and  Bylaws 
and  shall  elect  the  general  officers 
of  the  Association,  except 
Trustees,  Alternate  Trustees,  and 
the  Executive  Director,  as  other- 
wise provided  in  the  Bylaws."  _l 

Code: 

underlined  = addition 
strike-through  = deletion 
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■ commentary 

How  joining  an  HMO  or  PPO  can  harm  your  practice 


Randolph  W.  Lievertz,  M.D. 
Indianapolis 

In  the  December  1988  issue  of 
Indiana  medicine,  an  article  ap- 
peared by  Thomas  Moran,  M.D., 
titled  "How  Joining  an  HMO  or 
PPO  Can  Benefit  Your  Practice." 
Several  aspects  of  HMOs/PPOs 
must  be  considered. 

Most  HMOs/PPOs  in  effect  use 
physicians  as  their  employees  to 
deliver  health  care.  Physician- 
employees  are  paid  a capitation 
(monthly  salary)  for  their  services. 
The  HMO/ PPO  usually  lists  the 
physician  as  an  independent  con- 
tractor in  an  attempt  to  avoid  an 
employer/ employee  relationship 
when  it  comes  to  liability.  Fur- 
thermore, the  HMO/' PPO  requires 
a physician  to  sign  a contract  with 
a hold-harmless  clause  protecting 
the  HMO/PPO  from  liability  from 
acts  of  the  physician,  even  though 
the  acts  may  be  a direct  conse- 
quence of  policies  established  by 
the  HMO/PPO. 

Most  HMOs/PPOs  also  require 
a withholding  on  the  capitation 
paid  to  the  physician.  This  with- 
holding, in  effect,  finances  the 
HMO/PPO  if  it  sells  its  product  at 
a cost  below  that  required  to  pro- 
vide the  medical  care  offered.  It 
is  interesting  that  the  administra- 
tors of  the  HMO/PPO  have  no 
withholding  of  their  salary  or 
benefits  even  if  they  sell  the  plan 
at  an  unreasonably  low  cost  to  the 
employer.  If  the  plan  fails  to 
break  even,  the  entire  financial 
burden  falls  on  the  physician 
rather  than  on  the  administrative 
staff. 

The  administrative  staff  is  in  a 
win/win  situation.  They  receive 
their  salaries  regardless  of  the 
plan's  experience  and  are  pro- 
tected from  liability  even  from  the 


policies  that  they  make  and  en- 
force. 

An  ideal  situation  for  physicians 
enrolling  in  an  HMO/PPO  would 
be  a contract  without  a hold- 
harmless  clause.  The  physician 
should  have  a hold-harmless 
clause  from  the  HMO/PPO  that 
offers  protection  from  any  liability 
stemming  out  of  the  policy  deci- 
sions made  by  the  administrative 
staff  of  the  HMO/PPO.  The  con- 
tract should  stipulate  that  the 
physician  is  an  employee  of  the 
HMO/PPO.  The  administrative 
staff  of  the  plan  should  have  a 
withholding  of  its  salaries  and 
benefits  equal  to  the  withholding 
imposed  on  the  physicians. 
Therefore,  if  the  plan  is  sold  at 
less  than  its  cost,  the  administra- 
tive staff  will  suffer  a financial 
burden  equal  to  the  burden  suf- 
fered by  the  physicians.  There  is 
no  reason  for  physicians  to  subsi- 
dize these  plans. 

Most  HMOs/PPOs  set  their 
capitation  so  a physician  must 
have  500  to  1,000  patients  from 
that  plan  to  break  even.  Few 
HMOs/PPOs  can  guarantee  phy- 
sicians sufficient  numbers  of  pa- 
tients to  break  even.  If  physicians 
experience  a bad  patient  mix 
(which  is  not  unreasonable  con- 
sidering the  patients  who  often 
sign  up  for  these  plans),  they  may 
lose  thousands  of  dollars  out  of 
their  own  pockets. 

The  plan  should  guarantee  that 
the  physician  at  least  will  break 
even.  Should  the  physician  expe- 
rience an  adverse  patient  mix,  the 
physicians  out-of-pocket  expense 
should  not  exceed  the  total  in- 
come from  the  HMO/PPO.  Once 
that  point  is  reached,  all  addi- 
tional costs  are  borne  by  the 
HMO/PPO. 

Another  improvement  would  be 
for  the  HMO/PPO  to  contract 


with  the  physician  to  pay  a set  fee 
for  each  CPT  procedure  code 
billed  by  the  physician.  Each 
code  would  have  a separate  fee 
just  like  the  Medicare  and  Medi- 
caid contracts.  This  would  put 
the  burden  of  expenses  on  the 
HMO/PPO  and  require  that  they 
sell  the  plan  to  an  employer  at  the 
true  cost  of  the  plan  rather  than 
underpricing  it  in  such  a manner 
that  physicians  are  required  to 
subsidize  the  plan  through  with- 
holding of  a portion  of  the  capita- 
tion payment.  Savings  to  the  plan 
would  still  come  from  the  primary 
care  physician's  acting  as  the  pa- 
tient care  coordinator  and  requir- 
ing all  consultations,  emergency 
room  visits  and  surgeries  to  be 
authorized  by  the  primary  care 
physician. 

In  joining  an  HMO/PPO,  the 
physician  may  have  greater  con- 
trol over  the  patient's  health  care 
and  referrals,  but  the  physician 
has  a negative  financial  incentive 
in  making  referrals.  Each  referral 
puts  the  physician  at  greater  fi- 
nancial risk.  Ethically,  is  financial 
disincentive  reasonable? 

A point  was  made  in  Dr.  Mo- 
ran's article  that  HMOs/PPOs 
help  promote  the  practice  through 
advertising.  The  promotion  usu- 
ally is  a listing  in  a directory, 
which  is  sent  only  to  the  HMO/ 
PPO  subscribers.  This  is  hardly 
advertising  to  the  general  public. 

In  a hypothetical  example,  20% 
of  a physician's  patients  may 
work  for  a large  company.  The 
company  may  offer  an  HMO/ 

PPO  insurance  and  all  20%  of  the 
physician's  patients  may  join. 
Physicians  who  are  part  of  the 
HMO/PPO  may  keep  their  pa- 
tients but  may  lose  several  thou- 
sands of  dollars  in  providing  their 
care.  Physicians  who  are  not  part 
(continued  on  page  477) 
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■commentary 


Richard  J.  Noveroske,  M.D. 
Newburgh,  Ind. 

T he  other  night  at  a medical 
staff  meeting  the  announcement 
was  made  that  Medicare  rules  will 
require  more  and  more  data  - 
clinical  findings,  supportive  x-ray 
and  laboratory  findings,  diagnoses 
and  records  of  treatments  - for 
each  patient  as  Medicare  tries  to 
move  toward  holistic  medicine  or 
a working  definition  of  it. 

1 bit  my  tongue  and  said  noth- 
ing while  others  discussed  the 
merits  of  practicing  holistic  medi- 
cine or  medicine  aimed  at  taking 
care  of  the  complete  or  whole 
person.  Then,  I could  keep  still 
no  longer. 

"We  are  created  in  God's  image, 


Holistic  medicine 

and  God  is  infinite,"  I said.  "How 
can  you  define,  diagnose,  analyze 
and  fully  treat  variations  that  are 
infinite?  There  is  a touch  of  the 
Infinite  in  each  of  us." 

Another  physician  took  excep- 
tion to  my  statements  and  said  I 
was  just  constructing  a tautology 
- a meaningless  repetition  in  close 
succession  of  an  idea  or  a word. 

"Not  so,"  I said.  "I've  seen  the 
ceiling  of  the  Sistine  Chapel." 
Michaelangelo's  painting  of  God 
creating  man  in  his  own  image  is 
one  of  the  most  moving  paintings 
I've  seen.  I think  it  was  divinely 
inspired. 

Oh  sure.  We  can  create  paper 
mills  to  endlessly  pursue  infinity 
in  almost  any  endeavor.  And  it  is 
done  until  the  business  goes  bank- 
rupt, or  the  boss  is  fired. 


The  engineers  speak  of  this  as 
"six  sigma  to  infinity."  Ninety- 
nine  percent  of  the  data  is  usually 
found  in  three  sigmas  or  three 
standard  deviations  to  either  side 
of  the  midline  or  the  median. 
When  you  start  pursuing  the  re- 
maining 1%  of  the  data  outside 
the  six  sigmas  or  three  sigmas  on 
either  side  of  the  median  down  in 
the  toes  of  the  bell-shaped  curve, 
you  spend  more  and  more  time 
and  effort  for  less  and  less.  It  gets 
expensive. 

Good  medicine?  I'm  for  that. 
But,  to  try  to  analyze,  diagnose 
and  treat  all  of  the  infinite  vari- 
ations that  are  present  in  every 
one  of  us  is  absurd. 

Who  pays  for  this  absurd  pur- 
suit of  the  infinite  in  medicine? 
Well,  you  know.  _) 


Joining  an  HMO  or  PPO 

(continued  from  page  476) 

of  the  HMO/PPO  lose  their  pa- 
tients but  do  not  lose  the  thou- 
sands of  dollars  out  of  their  own 
pockets. 

Several  patients  may  continue  to 
see  their  physicians  even  though 
they  are  not  part  of  the  HMO/ 
PPO.  In  which  instance  is  the 
physician  better  off? 

I believe  that  HMOs/PPOs  must 
come  a long  way  before  they  are 
truly  helpful  to  medical  practices 
or  to  patients.  My  personal  expe- 
rience is  that  many  physicians  do 
not  provide  the  same  quality  and 
quantity  of  care  to  HMO/PPO 
patients  that  they  do  to  private- 
paying patients.  I believe  this  is  a 
direct  result  of  the  policies  and 
burdens  placed  on  physicians  by 
HMOs/PPOs,  and  their  failure  to 
adequately  reimburse  physicians 
for  their  services.  G 
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ISMA  members,  mark  your  calendars! 

WHO:  All  ISMA  members 

WHAT:  140th  Annual  ISMA  Convention 

WHEN:  Oct.  27-29,  1989 

WHERE:  Westin  Hotel  in  downtown  Indianapolis 

• In  addition  to  the  annual  meeting  of  ISMA’s  House  of  Delegates,  other 
special  programs  have  been  planned. 

• ISMA  again  will  host  a theme  reception  Friday  between  reference 
committee  meetings.  This  year's  theme  is  a "Hawaiian  Luau,"  featuring 
special  entertainment  and  cuisine. 

• Another  highlight  will  be  the  General  Education  session  at  the  Indiana 
Medical  History  Museum  with  a special  presentation  from  "Dr.  Campbell"  of 
"Prairietown,  Ind." 


READY 
FOR  A CHANGE 
OF  PACE? 


The  Air  Force  has  openings  for 
Physician  Specialists.  You  can  enjoy  better 
working  hours,  30  days  of  vacation  with  pay 
each  year  and  a unique  and  enjoyable 
life-style  for  you  and  your  family  while  serving 
your  country.  Ask  a health  professions  recruiter 
about  our  outstanding  pay  and  benefits 
package.  Call 


USAF  HEALTH  PROFESSIONS 
317-848-5830 
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cancer  corner 


William  M.  Dugan,  M.D. 
Indianapolis 

The  American  Cancer  Society 

predicted  that  14  of  38  types  of 
cancer  will  result  in  increased 
deaths  in  1989.  The  society  pre- 
dicts fewer  deaths  in  the  follow- 
ing cancer  sites:  stomach,  rectum, 
larynx,  uterine,  cervix,  bladder, 
thyroid  and  four  types  of  oral 
cancer.  For  1 1 other  forms  of 
cancer,  the  1989  estimates  remain 
unchanged  from  a year  ago. 

The  report  in  Cancer  Facts  and 
Figures  predicts  that  1 .01  million 
Americans  will  have  a cancer 
diagnosis  this  year.  More  than 
500,000  will  be  diagnosed  with 
nonmelanoma  skin  cancers  or 
carcinomas  in  either  the  uterine 
cervix  or  the  breast.  Because  both 
forms  of  cancer  respond  well  to 
minimal  treatment,  they  generally 
are  not  included  in  overall  cancer 
incidence  statistics. 

Relative  five-year  survival  rates 
for  the  years  I960  to  1963  and 
1979  to  1984  indicate  that  between 
the  two  periods,  the  survival  rates 
for  all  forms  of  cancer  improved 
from  39%  to  50%  for  whites  and 
from  27%  to  37%  for  blacks. 

The  breast  cancer  survival  rates 
rose  to  75%  for  whites  and  62% 
for  blacks.  These  numbers  mirror 
the  experience  in  Indiana.  The 
increased  use  of  mammography 
and  the  change  in  treatment  of 
breast  cancer  have  lead  to  the 
improved  statistics. 

The  lung  cancer  survival  rates, 
while  having  shown  slight  im- 


provement, have  continued  with 
survival  rates  ranging  from  11% 
to  13%. 

The  report  also  noted  that  al- 
most one  of  every  five  deaths  in 
the  United  States  (a  total  of 
390,000)  will  be  cigarette-related, 
and  approximately  one-third  of  all 
cancer  deaths  are  caused  by  to- 
bacco. Five  of  six  lung  cancer 
cases  are  related  to  smoking. 

There  will  be  502,000  cancer 
deaths  in  the  United  States  this 
year.  It  is  believed  that  178,000  of 
these  could  be  avoided  with  ear- 
lier diagnosis  and  treatment. 

The  Leukemia  Society  of  Indi- 
ana sponsors  an  active  patient  aid 
program  featuring  much  more 
than  financial  assistance.  On  the 
first  Thursday  of  each  month,  a 
family  support  group  meeting  is 
held  at  St.  Luke's  United  Method- 
ist Church  in  Indianapolis.  Pa- 
tients, families  and  significant 
others  are  encouraged  to  discuss 
their  concerns. 

The  group  is  led  by  Vicki  Ken- 
nedy, A.C.S.W.,  and  Leslie  Lude- 
man,  A.C.S.W.  For  further  infor- 
mation about  this  group  or  other 
services  the  Leukemia  Society 
offers,  call  (317)  924-9898  or  write 
Leukemia  Society  of  Indiana,  1800 
N.  Meridian  St.,  Suite  101,  Indian- 
apolis, IN  46202. 

The  Little  Red  Door  of  Indian- 
apolis recently  awarded  the 
Planned  Parenthood  organization 
$8,000  for  its  breast  cancer  screen- 
ing projects  in  Indiana.  Planned 


Parenthood  conducts  the  breast 
self-examination  service  for 
women  who  use  Planned  Parent- 
hood clinics.  The  program  was 
expanded  in  January  1989  to  in- 
clude mammography  services  and 
referrals  for  those  who  need  fur- 
ther evaluation. 

The  15th  Annual  Conference  of 
the  National  Tumor  Registrars 
Association,  Inc.,  will  be  held  in 
Baltimore.  This  year's  conference 
will  focus  on  the  changing  roles  of 
the  cancer  registry  in  U.S.  hospi- 
tals. The  organization  is  recogniz- 
ing its  expanded  role  in  data  col- 
lection for  more  than  clinical  pur- 
poses. Topics  to  be  discussed 
include  "Using  Registry  Data  to 
Support  Grant  Proposals"  and 
"Innovative  Uses  of  Cancer  Regis- 
try Data  for  Quality  Assurance 
Monitoring." 

With  the  passage  of  the  state 
law  requiring  cancer  cases  to  be 
reported  to  the  Indiana  State  Tu- 
mor Registry,  it  was  recognized 
that  more  and  better  data  are 
needed  in  the  ongoing  war  against 
cancer. 

By  using  this  information  to 
track  survival,  we  can  create  the 
needed  screening  and  educational 
programs  for  different  popu- 
lations. □ 


If  you  have  cancer-related  meetings 
or  information  you  would  like  to 
share  with  peers,  send  it  to  William 
M.  Dugan,  M.D.,  11  S.  Meridian  St., 
Suite  711,  Indianapolis,  IN  46202. 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 
PERCUTANEOUS  VALVULOPLASTY 
ELECTROPHYSIOLOGIC  TESTING 

ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  400 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


WILLIAM  K.  NASSER,  M.D. 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 


JANE  HOWARD,  M.D. 
MICHAEL  BOURNIQUE,  M.D. 


JAMES  H.  ADLAM,  M.D. 
FRANK  J.  GREEN,  M.D. 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  871-6666 
(TOLL-FREE)  800-732-1482 
(TOLL-FREE)  800-CHD-PTCA 


(NATIONAL  TOLL-FREE)  1 -800-CAD-PTCA 

DAY  OR  NIGHT 
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CARDIOLOGY 


INDIANA  HEART  PHYSICIANS,  INC. 

Beech  Grove  Medical  Center 

H O Hickman,  Jr , MD,  FACC 

Cardiology  and  Cardiac  Catheterization 

112  North  17th  Avenue 

Thomas  IVk  Mueller,  MD,  FACC 

Coronary  Angioplasty 

Suite  300 

J Douglas  Graham,  MD,  FACC 

Balloon  Valvuloplasty 

Beech  Grove  IN  46107 

Kathleen  H Flohr,  PhD,  MD,  FACC 

Electrophysiology 

With  additional  offices  located  in  the 

Jeffrey  F Christie,  MD 

Permanent  Pacemaker  Implantation 

Indianapolis-Greenwood  area  and  Columbus. 

David  J Hamilton,  MD 

Nuclear  Cardiology 

Stephen  H.  Kliman,  MD,  FACC 

Doppler  and  Echocardiography 

Thomas  C.  Passo,  MD 

Exercise  Stress  Testing 

Indianapolis-Greenwood: 

Kevin  C Preuss,  MD 

Holler  Monitoring 

(317)  783-8800 

ECG  Event  Monitoring 

(800)  992-2081  (Indiana  Only) 

Pacemaker  Surveillance 

Columbus: 

Stress  Echocardiography 

(812)  379-2020 

Nonmvasive  Peripheral  Vascular 

(800)  537-9587  (Indiana  Only) 

Evaluation 

INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
DOPPLER  AND  ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


7250  Clearvista  Drive 
Suite  #227 

Indianapolis,  Indiana  46256 
(317)  841-5385 
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CARDIQKXtY 


are  pleased  to  announce  the  association  of 
James  J.  Heger,  M.D.,  F.A.C.C. 
for  the  practice  of  cardiology. 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)  482-4865 
1-800-637-6505  (Indiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois) 


FORT  WAYNE 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 


Fred  Doloresco,  M.D.,  F.A.C.C. 
John  F.  Phillips,  M.D.,  F.A.C.C. 
Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D. 
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FRACTURE  CARE/TRAUMA 
SPORTS  MEDICINE 
ARTHROSCOPIC  SURGERY 
JOINT  RECONSTRUCTION 
SCOLIOSIS 
SPINAL  SURGERY 
SHOULDER  SURGERY 
HAND  SURGERY 
FOOT  SURGERY 
PEDIATRIC  ORTHOPAEDICS 
ADULT  ORTHOPAEDICS 


OFFICE  ANSWERS  DAY  & NIGHT 


TOLL  FREE  IN  INDIANA  (800)  223-3381 

DONALD  S.  BLACKWELL,  M.D. 
F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 
WILLIAM  O.  IRVINE,  M.D. 
JOSEPH  C.  RANDOLPH,  M.D. 
DONALD  E.  RUSSELL,  M.D. 

MARK  R.  STEVENS,  M.D. 
TERRY  R.  TRAMMELL,  M.D. 
ANDREW  J.  VICAR,  M.D. 
VINCENT  L.  FRAGOMENI,  M.D. 
JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 
SANFORD  S.  KUNKEL,  M.D. 
DAVID  A.  FISHER,  M.D. 
HENRY  G.  STEIN,  M.D.,  F.A.C.S. 

Orthopaedic  Surgeons 


MAIN  OFFICE 
1801  N.  Senate  Blvd. 
Suite  200 


923-5352 


Appointment  Scheduling  924-2778 


WESTLAKE 

805  Beachway  Dr. 


244-9499 


DANVILLE 

252  Meadow  Dr. 


745-4525 


Major  Credit  Cards  Accepted 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

TOXICOLOGY 

Free  Courier  Service 

MICROBIOLOGY 

PROUDLY 

Assignment  Accepted: 

SERVING 

Medicare  / Medicaid 
1st  Care-Maxicare 

CHEMISTRY 

INDIANA 

BC/BS  VIP  and  PCI 

SINCE 

Programs-HealthPlus 

HEMATOLOGY 

1947 

24  Hour  Pathology 
Consultation 

HISTOLOGY 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  317/248-2448 

"Here  Today  To  Serve  You  Tomorrow" 

CRITICAL  CARE 

PULMONARY  DISEASE 

M Methodist 

V I CRITICAL  CARE 

■ ■O0SpiL3.loiNDIANA.INC  MEDICINE 

RICHARD  E.  BRASHEAR,  M.D.,  F.A.C.P. 

Specialists  in  the  care  of 

Pulmonary  Disease 

critically  ill  or  injured  patients 

St  Vincent  Professional  Building 

David  Powner,  M D , F.C.C.P. 

8402  Harcourt  Road,  Suite  815 

Michael  Buran,  M D Regis  Lagler,  M D 

Indianapolis,  Indiana  46260 

Stephen  Olvey,  M.D  Daniel  J Polacek,  M.D 

(317)  871-6200 

1701  North  Senate  Boulevard 

Indianapolis,  IN  46202  (317)  929-5293 
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CLINICAL  & ANATOMIC  PATHOLOGY 


GPL 


CENTRAL  INDIANA 
PATHOLOGY  LABORATORIES.  INC. 


Edwin  E.  Pontius,  M.D.,  F.C.A.P. 
Director 

Mary  L.  Forster,  M.D.,  F.C.A.P. 
Co-Director 

Lawrence  W.  Pontius,  M.T.  (ASCP) 
Administrator 


PROMPT  WALK  IN  SERVICE 

24  HOUR  TURNAROUND 
FOR  MOST  TESTS 

COURIER  SERVICE  FOR 
PHYSICIAN  OFFICES 

ASSIGNMENT  ACCEPTED  ON 
MEDICARE  AND  MEDICAID 

BLUE  SHIELD  V I P AND 
PREFERRED  PROVIDER 
ACCEPT  MAXICARE,  PMA/PHA, 
HEALTH  PLUS,  ETC. 


MAIN  LABORATORY 

Northwest  Medical  Building 
3500  Lafayette  Rd.  291  9364 

BRANCH  LOCATIONS 

Westlake  Medical  Building 
805  Beachway  Dr.  244-7754 
Zionsville 

50  Boone  Woods  873-4286 

Across  from  Community  North  Hosp. 
7430  N.  Shadeland  Ave.  841-0133 


• A FULL  SERVICE  OUTPATIENT  CLINICAL  LABORATORY  • 


ORTHOPEDIC  FOOT  SURGERY 

OTOLOGY 

ROBERT  M.  PALMER,  M.D. 

A.A.O.S.  F.A.C.S. 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

Member  of  the  American  Orthopaedic 
Foot  and  Ankle  Society 

ORTHOPAEDIC  RECONSTRUCTIVE 
SURGERY  OF  THE  FOOT  AND  ANKLE 

HOOSIER  ORTHOPAEDICS  & SPORTS  MEDICINE , PC. 

2020  W.  86th  Street,  Suite  304 
Indianapolis,  Indiana  46260 
(317)  872-3364 


MERIDIAN  OTOLOGY  LAB 

'Complete  Audiometric  Evaluations 

* Hearing  Aid  Evaluations  and  Dispensing 
* Brainstem  Auditory  Evoked  Response 
'Visual  Evoked  Response 
'Electronystagmography 

'Assistive  Listening  Devices — Demonstrations  Available 

Richard  Kurtz.  M.D.  Jack  Summerlin,  M.D. 
Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

3266  X.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  (317)  925-7077 
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ALCOHOLISM  TREATMENT 


Indiana’s  Leading  Hospitals  Specializing  In  The 
Treatment  of  Alcoholism  and  Drug  Abuse. 


•adolescent  program 
•adult  program 
•family  program 
•older  adults  program 
•impaired  professionals  program 


•cocaine  program 
•outpatient  program 
•disabled  program 
•relapse  program 
•co-dependency  program 


OUTREACH  OFFICES 

Bloomington  • Fort  Wayne  • Clarksville  • Merrillville  • Indianapolis  • Marion 
South  Bend  • Greenwood  • Kokomo  • Lafayette 


Michael  Chadwick,  M.D. 
David  Gregory,  M.D. 

Koala  Center 
2223  Poshard  Drive 
Columbus,  Indiana 
(812)  376-1711 


John  Saalwaechter,  M.D. 
Koala  Adolescent  Center 
1404  S.  State  Avenue 
Indianapolis,  Indiana 
(31 7)  783-4084 


John  Krueger,  M.D. 
Koala  Center  of 
St.  Joseph  Medical  Center 
700  Broadway 
Fort  Wayne,  Indiana 
(219)  425-3825 


Daniel  Kubley,  M.D. 

Koala  Center 
1800  N.  Oak  Road 
Plymouth,  Indiana 
(21 9)  936-3784 


Kete  Cockrell,  M.D. 
Koala  Center 
1711  Lafayette  Avenue 
Lebanon,  Indiana 
(317)  482-3711 


Indiana  Toll-Free ‘24-Hour  HELPLINE  *1-800-622-4711 


ALCOHOLISM  TREATMENT 

ALCOHOLISM  TREATMENT 

Eugene  G.  Roach,  M.D. 

Douglas  Bullington,  M.D. 

Medical  Director 

Program  Director 

Anderson  Center 

'v  Of  Soint  John  s 

COUNTERPOINT  CENTER 

v 1 | — | at  CPC  Valle  Vista  Hospital 

f 898  E.  Main  Street 

22  1 0 Jackson  Street 
AndP'son  Indiana  460  14 

1-800-435-9143  or  (317)  646-8383 

1 — 1 Greenwood,  IN  46143 

•Comprehensive  Alcohol  and  Drug  Treatment 

^ 317/887-1348 

•Separate  Programs  for 

• Free  evaluation  and  intervention 

Adolescents  ik.  Adults 

• Adult  & Adolescent  Treatment  Services 

•I-ree  Assessment  & Intervention 

• 24  hours  a day 
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INTERNAL  MEDICINE 


INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley,  M D , FACP 
George  W Applegate,  M D 
Richard  Bloch  M D 
Charles  B Carter,  M D 
William  H Dick,  M D , FACP 
M Carol  Greenlee,  M D 


Theodore  F Hegeman,  M D 
Douglas  F Johnstone,  M D 
Wendy  L Kmdig.  M D 
LeRoy  H King,  Jr  , M D FACP 
Mary  A Margolis,  M D 
Tim  E Taber,  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Answering  Service  926-3466 

Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


MERIDIAN  MEDICAL  GROUP,  P.C. 

MAIN  OFFICE  - 1801  N.  Senate  Blvd. 

929-5800 

NORTH  OFFICE  - 9002  N.  Meridian  St. 

Suite  208 

- 843-8704 

CARDIOLOGY 

METABOLISM  & 

Warren  E,  Coggeshall,  M D 

846-5666 

ENDOCRINOLOGY 

Richard  R Schumacher.  M D. 

929-5818 

William  M Holland.  M.D. 

843-8700 

Richard  B Wenzler,  M 0, 

929-5818 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

Douglas  H.  While,  Jr.,  M.D. 

843  8736 

Robed  D Picked,  M 0 

846-4696 

B T Maxam,  M D 

843-8703 

Lee  G Jordan,  M D 

929-5826 

Michael  B DuBois,  M D 

929-5806 

Madin  P Meisenheimer,  M D 

929-5816 

Paincia  K.  Hendershot,  M D 

929-5815 

John  C.  Kohne,  M.D. 

929-5822 

Douglas  J Moeller,  M.D 

929-5808 

Gregory  P Blitz,  M D 

929-5821 

Timothy  J.  Story,  M D. 

929-581 1 

Brian  G.  Sped,  M.D 

929-2267 

John  F.  Schaefer,  Jr.,  M D. 

929-5807 

Vanessa  Z.  Ameen,  M.D.  (PEDIATRICS) 

Elisabeth  K Datena,  M.D 

929-5809 

929-5858 

Bradley  M.  Sutler,  M.D. 

929-5813 

HEMATOLOGY/ 

CHILD  NEUROLOGY 

ONCOLOGY 

Bradford  R Hale,  M D (PEDIATRICS) 

James  E.  Schroeder,  M.D. 

929-5812 

929-5823 

HAND  SURGERY 

[ 

HEMATOLOGY  - ONCOLOGY 

I.  ; 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N.  Pennsylvania  St.  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 


Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

PSYCHIATRY 

Eugene  G.  Roach,  M.D. 

Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 

Medical  Director 

Indianapolis,  Indiana  46202 

(£*)  Anderson  Center 

317/634  9930 

’Ij  y of  Saint  John's 

Larry  M.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 

Anderson  Indiana  460 ! 4 

Balwant  S.  Mallik,  M.D.  George  McAfee,  M.D. 

1 -8(X)-435-9 1 43  or  (317)  646-81 14 

Judith  L.  Campbell,  M.D. 

♦Comprehensive  Psychiatric  Treatment 

•Separate  Programs  for  Adolescents 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 

Adults  & Geriatrics 

Sexual  Therapy,  Crisis  Intervention 

•Program  for  Dual  Diagnosis 

Alcohol  and  Substance  Abuse 
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CARDIOVASCULAR  SURGERY 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular 
testing  services  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville.  Indiana  47710 
812-423-2395 


GARY  T.  RAFLO 

M.D.,  FACS. 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9 3 3 3 NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


FELLOW:  AMERICAN  COLLEGE  OF  SURGEONS 

AMERICAN  SOCIETY  OF  OPHTHALMIC  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY 


DIPLOMATE:  AMERICAN  BOARD  OF  OPHTHALMOLOGY 

SURGERY:  EYELID  AND  EYEBROW  COSMETIC  SURGERY 
PTOSIS 

EYELID  AND  ORBITAL  TUMORS 
LACRIMAL  DRAINAGE  DISORDERS 
ORBITAL  AND  FACIAL  TRAUMA 
THYROID  EYE  DISORDERS 


Shirley  M.  Mueller,  M.D. 

General  Neurology 

Pam,  Headache  & 

Diseases  of  the  Autonomic  Nervous  System  Including  Dizziness 

Testing  Available 

3 17*871 '6000 

Indianapolis 

North:  St.  Vincent's  Professional  Bldg.  #726 
South:  University  Heights  Professional  Bldg.,  Suite  M 
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HEMODIALYSIS 


PLASTIC  SURGERY 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  KOKOMO 

Community  Medical  Arts  Center 
3611  South  Reed  Rd.  (31  Bypass) 
Kokomo,  Indiana  46902 
317-453-0606 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd  , Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425  317-926-3466 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location 


CARYT.  RAFLO 

m d , FACS 


OPHTHALMIC 
PLASTIC  AND 
RECONSTRUCTIVE 
SURGERY 


9 3 3 3 NORTH 
MERIDIAN 
SUITE  302 
INDIANAPOLIS 
IN  4 6 2 6 0 

317  573  9966 
800  937  9966 


JOHN  G.  PANTZER  JR.,  M.D. 

Fellow 

American  College  of  Surgeons 
Diplomate 

American  Board  of  Plastic  Surgery 
1801  North  Senate  Blvd 
Suite  735 

Indianapolis,  Indiana  46202 
Tel:  317-929-5500 


ASTHMA  & ALLERGY 


ABDOMINAL  SURGERY 


TED  W. 

GRISELL, 

M.D. 

Pro  rid  1 i 

O consul  till  1 IV  sc 

v vices 

for  phiisii • 

mis  throughout  liitliunti 

J( 

r patients  with 

flans 

complex 

mantKjement  pri 

5317 

East  16th  Street 

317-359-8261 

India 

napolis  46218 

Phone 

answered  24  hours 

MARK  HOLBREICH,  M.D. 

PEDIATRIC  AND  ADULT 
ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

Suite  365 

Indianapolis,  Indiana 
(317)  848-2785 

o Asthma  o Adverse  Food  Reactions 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Stinging  Insect  Allergy 

— 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


H a 0 9 9 ff 

Qifieai 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE:  317/927-5770 
TOLL  FREE:  1-800-ONC-HEME 
1-800-662-4363 


Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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RAY 


HERAPY 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 
812-234-7756 


VINCENNES 
Good  Samaritan  Hospital 
812-885-3478 


ROGER  ROBISON,  M.D.,  F.AC.P.  . . . M.D.  Anderson,  1980 
DAVID  BELL,  M.D.,  Ph.D.  . . . M.D.  Anderson,  1981 

TAE  CHUNG,  M.D.  . . . Chicago  Hines  V.A.,  1976 

B.  JAY  JAILWALA,  M.D.  . . . Cincinnati,  1985 


Emergency  24-hour  phone:  (812)  299-9514 
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RADIATION  ONCOLOGY 





TRI-STATE  RADIATION  ONCOLOGY 

Southwestern  Indiana 

Welborn 

Radiation  Oncology  Center 

Oncology  Center 

Evansville,  Indiana 

Evansville,  Indiana 

(812)  474-1110 

(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D.; 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 

Tri-County  Cancer  Care  Center 

Jasper,  Indiana 

Princeton,  Indiana 

(812)  482-2212 

(812)  386-6663 

DEVDAS  SHETH,  M.D. 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

Olney  Cancer  Center 

Harrisburg  Oncology  Associates 

Olney,  Illinois 

Harrisburg,  Illinois 

(618)  392-3050 

(618)  252-5126 

MOISES  DOMINGO,  M.D. 

MANJU  GUPTA,  M.D. 

★★★★★★ 

Radiation  Oncology 

Henderson  Cancer  Center 

Owensboro,  Kentucky 

Henderson,  Kentucky 

(502)  926-7228 

(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

AMR  AREF,  M.D. 

★★★★★★ 

In  Indiana  1-800-843-7117 

Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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Indiana  Regional 

Cancer  Center 

Science  made  Human : 


Medical 
Oncology  And 
Hematology 

L. K.  Everson,  M.D. 

Andrew  Ross 
Greenspan,  M.D. 

Shivaji  Gunale,  M.D. 

Keith  Logie,  M.D. 

M. S.  Murali,  M.D. 


Radiation 

Oncology 

Nini  Bermudez- Webb,  M.D. 
Thomas  O'Connor,  M.D. 

Palliative 

Care 

Neil  Irick,  M.D. 


@ Community  Hospitals  Indianapolis 

(317)  353-4758 
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Ar  VASCULAR  SURGERY,  P.C. 

St.  Vincent  Professional  Building 

Austin  L.  Gardner,  M.D. 

8402  Harcourt  Road 
Suite  613 

Malcolm  B.  Herring,  M.D. 

Indianapolis,  Indiana  46260 

Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

\kscular_z 

Diiiiiiioslks 

Spencer  F.  Goodson,  M.D. 

Carmel  Medical  Center 
13450  North  Meridian  Street 

Suite  160 

Carmel,  Indiana  46032 

Mobile 

i\m-invasive 

~ Testing 

Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 

COLON  & RECTAL  SURGERY 

COLON  & RECTAL  SURGERY 

W.  M.  KENDRICK,  M.D. 
G.  A.  DONNALLY,  M.D. 
R.  JAMES  WILSON,  M.D. 

W.  E.  KELLEY,  M.D. 
RICHARD  L.  STOUT,  M.D. 
PAULA  A.  HALL,  M.D. 

Practice  limited  to  Colonoscopy, 
Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831  9300 
1-800-222-7994 

(JCAH  Accredited) 

William  S.  Sobat,  M.D. 

Specialist  in  the  diagnosis  and  treatment  of  colon  and  rectal  disease. 

* 

INDIANA  COLON  & RECTAL  CENTER,  P.C. 

1633  North  Capitol 
Suite  660 

Indianapolis,  IN  46202 
929-2888 

Fellow  of  the  American  College  of  Surgeons 
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SLEEP  DISORDERS 

WINONAS 

SLEEP/WAKE 

DISORDERS 

CENTER 

Accredited  by  the  Association  of  Sleep  Disorders 
Centers  since  1986.  Specialists  in  the  evaluation 
of  sleep/wake  disorders  in  adults  and  children. 

• Sleep  Apnea  • Sleepwalking 

• Insomnia  • Impotency  Testing 

• Narcolepsy  • Hypersomnolence 

• Enuresis  • Workshift  Disturbances 

Kenneth  N.  Wiesert,  MD,  ACP 
Fellow  of  the  Clinical  Sleep  Society,  Medical  Director 

Frederick  A.  Tolle,  MD,  FACP 
Associate  Director 

(3171  927-2100 


\v 


WINONA 

Memorial  Hospital 
3232  N Meridian  St. 
Indianapolis.  IN  46208 


Accredited 
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INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (31  7)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 


DOCTORS: 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  Medicine 
3935  N.  Meridian  St. 
Indianapolis,  IN  46208 
(317)  925-7545 

1-800-382-1721  in  Indiana  only 


PHYSICIANS'  DIRECTORY 


Attention  Indiana  Physicians 

The  Physicians’  Directory  is  the  most  ethical  and  professional  method  of 
announcing  a specialty  practice.  It  is  also  the  most  effective  medium  for  listing 
office  location,  office  hours  and  telephone  number  for  the  convenience  of 
colleagues  in  referring  patients. 

The  title  of  diplomate  of  a specialty  examining  board,  a requirement  for 
admission  to  the  directory,  offers  its  assurance  of  qualifications  whether  listed 
or  not.  In  addition  to  providing  benefits  to  physicians,  the  directory  is  a practi- 
cal means  of  providing  financial  support  for  INDIANA  MEDICINE. 

All  diplomates  of  the  ISMA  are  invited  to  enter  a professional  card  in  the 
directory. 
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■ news  briefs 


Stress  brochure  available 

Because  more  than  90%  of  head- 
aches are  due  to  stress,  the  Pain 
and  Headache  Information  Center 
has  published  a new  brochure, 
titled  "Handling  Stress  Head- 
aches." The  brochure  outlines 
successful  techniques  to  alleviate 
headache  pain  without  medica- 
tion, including  biofeedback,  physi- 
cal therapy  and  self-relaxation 
exercises.  To  obtain  a free  copy  of 
the  brochure,  write  Director, 
Cranio-facial  Pain  Center,  1847 
Old  York  Road,  Abington,  PA 
19001,  or  call  1 -800-543-PAIN. 

AAPM  issues  1989  directory 

The  American  Academy  of  Pain 
Medicine  (AAPM)  has  announced 
the  publication  of  its  1989  mem- 
bership directory.  The  academy 
also  announced  the  date  of  its 
annual  conference,  which  will  be 
Nov.  3 and  4 at  the  Grand  Kem- 
pinski  Hotel  in  Dallas. 

Symposium  to  discuss  cancer 

"Cellular  and  Molecular  Targets 
of  Cancer  Therapy"  is  the  topic  of 
the  42nd  Annual  Symposium  on 
Fundamental  Cancer  Research 
sponsored  by  the  University  of 
Texas  M.D.  Anderson  Cancer 
Center.  The  symposium  will  be 
Oct.  24  through  27  at  the  Stouffers 


Greenway  Plaza  Hotel  in  Hous- 
ton. Topics  include  plasma  mem- 
brane targets,  the  nucleus  as  Tar- 
get I,  cytoplasmic  targets,  the  nu- 
cleus as  Target  II  and  non-malig- 
nant  targets.  For  more  informa- 
tion, contact  the  Office  of  Confer- 
ence Services,  M.D.  Anderson 
Cancer  Center,  1515  Holcombe 
Blvd.,  Houston,  TX  77030  - (713) 
792-2222. 

Entries  needed  for  awards 

Entries  are  now  being  accepted 
for  three  1989  Patient  Care  Awards 
for  Excellence  in  Patient  Educa- 
tion. One  award  is  given  to  a 
family  physician  or  other  primary 
care  physician  in  private  practice. 
The  second  award  is  given  to  a 
family  practice  residency  program 
whose  commitment  to  excellence 
in  patienf  education  has  produced 
an  innovative  program  for  teach- 
ing patient  education  skills  to  resi- 
dents. The  third  award  is  given 
to  patient  educators  with  a mini- 
mum of  three  years'  experience  in 
primary  care,  except  physicians 
and  registered  nurses. 

Winners  will  receive  a plaque 
and  $750  at  the  11th  Annual  Con- 
ference on  Patient  Education  Nov. 
16  through  19  at  the  Buena  Vista 
Palace  in  Orlando,  Fla.  To  recom- 
mend a doctor  for  this  award, 


contact  Barbara  Widmar,  8880 
Ward  Parkway,  Kansas  City,  MO 
64114-2797  - 1-800-274-2237  ext. 
5530.  Applications  are  due  July  1. 

Medicaid  manuals  mailed 

ISMA  members  should  have 
received  their  newly  revised  Indi- 
ana Medicaid  provider  manuals. 
The  manual,  dated  September 
1988,  contains  a newly  printed 
regulation,  section  470  IAC  5-8. 
Portions  of  this  section  were  omit- 
ted in  the  1986  manual,  dated 
March  1986. 

The  entire  470  IAC  5-8  section 
should  be  paired  with  470  IAC  5- 
9,  which  was  included  in  the 
March  1986  provider  manual.  470 
IAC  5-8  and  5-9  will  give  provid- 
ers a complete  set  of  Medicaid 
regulations. 

The  Medicaid  Department  soon 
will  publish  a provider  bulletin, 
informing  all  Medicaid  providers 
of  this  information.  If  you  have 
questions,  call  (317)  841-3979  or 
1-800-382-4611. 

Consumer  brochure  available 

The  Proprietary  Association 
(PA),  a 108-year-old  trade  associa- 
tion representing  nonprescription 
drug  manufacturers,  and  the  U.S. 
Food  and  Drug  Administration 
have  jointly  developed  a con- 
sumer brochure,  A Doctor's  Advice 
o)i  Self-Care,  which  is  being  dis- 
tributed nationwide  by  the  U.S. 
Consumer  Information  Center  in 
Pueblo,  Colo. 

Authored  by  FDA  Commis- 
sioner Frank  E.  Young,  M.D., 
Ph.D.,  the  brochure  offers  tips  to 
consumers  about  taking  non- 
prescription medicines  properly. 
The  brochure  is  available  free  of 
charge.  To  order,  write  the  Con- 
sumer Information  Center,  Dept. 
588- V,  Pueblo,  CO  81009.  □ 


Lukemeyer  vies  for  AMA  seat 

George  T.  Lukemeyer,  M.D.,  Indianapolis,  is  a candidate  for  re-election 
to  the  AMA  Council  on  Medical  Education.  The  election  will  be  held 
during  the  AMA  annual  meeting  June  18  through  22  in  Chicago. 

Dr.  Lukemeyer  will  complete  his  first  three-year  term  on  the  council  this 
month.  Council  members  can  serve  a maximum  of  three  terms. 

Nine  people,  including  three  incumbents,  are  vying  for  four  council 
seats. 

Dr.  Lukemeyer,  an  ISMA  past  president,  is  executive  associate  dean  of 
the  Indiana  University  School  of  Medicine  and  medical  director  of  Indiana 
University  Hospitals.  He  also  is  an  ISMA  delegate  to  the  AMA. 
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isma  leadership 


OFFICERS 

President  — Fred  W Dahling,  New  Haven 

Pres-elect  — George  H Rawls,  Indianapolis 

Immediate  Past  Pres  — John  D MacDougall,  Beech  Grove 

Executive  Director  — Richard  R.  King,  Indianapolis 

Treasurer  — Max  M Wesemann,  Franklin 

Asst  Treasurer  — Michael  O.  Mellinger,  LaGrange 

Speaker  — C.  Dyke  Egnatz,  Schererville 

Vice  Speaker  — William  H.  Beeson,  Indianapolis 

EXECUTIVE  COMMITTEE 

•Fred  W Dahling,  New  Haven 
George  H Rawls,  Indianapolis 
Max  M Wesemann,  Franklin 
Michael  O.  Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
William  H Beeson,  Indianapolis 
William  C.  VanNess  II,  Summitville 
Benny  Ko.  Terre  Haute 
Clarence  G Clarkson,  Richmond 
John  D MacDougall,  Beech  Grove 

TRUSTEES  (Terms  end  in  October) 

District 

1 — E.  DeVerre  Gourieux,  Evansville  (1989) 

2 — Paul  J.  Wenzler,  Bloomington  (1990) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1991) 

4 — William  E Cooper,  Columbus  (1989) 

5 — Benny  S.  Ko,  Terre  Haute  (1990) 

b — Clarence  G.  Clarkson,  Richmond  (1991) 

7  — Donna  J Meade,  Indianapolis  (1989) 

7 — John  M.  Records,  Franklin  (1990) 

7 — Peter  L.  Winters,  Indianapolis  (1991) 

*8  — Wm.  C.  VanNess,  Summitville  (1990) 

9  — R.  Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L.  Polite,  Hammond  (1989) 

11  — Jack  W.  Higgins,  Kokomo  (1990) 

12  — John  R.  Thomas,  Fort  Wayne  (1991) 

13  — Steven  M Yoder,  Goshen  (1989) 

RMS  — Margaret  Frazer,  Indianapolis  (1989) 

MSS  — Marc  Duerden,  Indianapolis  (1989) 

•Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Bruce  W.  Romick,  Evansville  (1991) 

2 — Jerome  E.  Melchior,  Vincennes  (1989) 

3 — Charles  B Carty,  Pekin  (1989) 


4 — George  L.  Alcorn,  Madison  (1991) 

5 — Fred  E.  Haggerty,  Greencastle  (1991) 
b — Ray  A Haas,  Greenfield  ( 1989) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1941) 

7 — Willis  W.  Stogsdill,  Indianapolis  (1991) 

7 — Charles  O.  McCormick  III,  Greenwood  (1991) 

8 — John  V Osborne,  Muncie  (1991) 

9 — Stephen  D.  Tharp,  Frankfort  (1989) 

10  — Frank  M Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K.  Musselman,  Marion  (1989) 

12  — Thomas  A.  Felger,  Fort  Wayne  (1989) 

13  — Alfred  C.  Cox,  South  Bend  (1991) 

RMS  — John  H Fallon,  Indianapolis  (1989) 

MSS  — Clint  Myers,  Indianapolis  (1989) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E Priddy,  Fort  Wayne  (1989) 

Peter  R Petrich,  Attica  (1989) 

Thomas  C Tyrrell,  Hammond  (1989) 

John  A.  Knote,  Lafayette  (1990) 

Alvin  J Haley,  Carmel  (1990) 

George  T.  Lukemeyer,  Indianapolis  (1990) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

Herbert  C.  Khalouf,  Manon  (1989) 

Martin  J.  O'Neill,  Valparaiso  (1989) 

Richard  L.  Reedy,  Yorktown  (1989) 

Shirley  Thompson  Khalouf,  Manon  (1°90) 

Max  N.  Hoffman,  Covington  (1990) 

Edward  L Langston,  Hora  (1990) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Alan  H.  Johnson,  Evansville 

Secy-  Kishor  R.  Bhatt,  Boonville 
Annual  Meeting:  May  18,  1989 

2 — Pres:  William  A.  Nice,  Bloomington 

Secy:  Andrew  R.  Jones,  Bloomington 
Annual  Meeting.  May  19,  1989 

3 — Pres:  James  M.  Jacobi,  Bedford 

Secy:  Eric  V.  Schulz,  Bedford 
Annual  Meeting:  May  13,  1989 

4 — Pres:  Frank  L.  Frable,  Lawrenceburg 

Secy:  William  J.  Granger,  Lawrenceburg 
Annual  Meeting  May  3,  1989 

5 — Pres:  Kennard  B.  Sproul,  Brazil 

Secy:  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  Sept.  28,  1989 

6 — Pres:  Robert  J Warren,  Richmond 

Secy:  Stephen  M.  Dillinger,  Greenfield 


CHAIRMEN  OF  ISMA  SPECIALTY  SECTIONS 


ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F.  Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Stephen  Jay,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  C.  Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
L.  Craig  Miller,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Hugh  K Thatcher,  Indianapolis 

NEUROLOGICAL  SURGERY 
Marvin  R.  Bernard,  Merrillville 

NEUROLOGY 

Charles  A.  Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 

D.  Dean  Cofield,  Bloomington 

ORTHOPEDIC  SURGERY 
James  G Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Arthur  C.  Jay,  Columbus 

PEDIATRICS 

Michael  A Hogan,  Indianapolis 

PHYSICAL  MEDICINE  AND  REHABILITATION 
Arden  Pletzer,  Anderson 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

David  Goldenberg,  Indianapolis 
SURGERY 

Ted  W.  Gnsell,  Indianapolis 
UROLOGY 

Earl  H Johnson,  Indianapolis 


Annual  Meeting:  May  10,  1989 

7 — Pres  Lloyd  C Miller,  Danville 

Secy:  H Marshall  Trusler,  Greenfield 
Annual  Meeting:  1989 

8 — Pres  L Jane  McDowell,  Muncie 

Secy:  Charles  W Bartholomew,  Muncie 
Annual  Meeting:  June  7,  1989 

9 — Pres:  Timothy  N Brown,  Crawfordsville 

Secy:  R.  Adrian  Lanning,  Noblesville 
Annual  Meeting  June  14,  1989 

10  — Pres  Mary  E.  Carroll,  Crown  Point 

Secy:  Barron  M Palmer,  Hammond 
Annual  Meeting:  June  28,  1989 

1 1 — Pres:  James  P McCann,  Wabash 

Secy:  Fred  C Poehler,  La  Fontaine 
Annual  Meeting:  Sept  20,  1989 

12  — Pres:  Thomas  D Smith  III,  New  Haven 

Secy:  William  J.  Aeschliman,  Fort  Wayne 
Annual  Meeting:  Sept.  21,  1989 

13  — Pres:  G.  Beach  Gattman,  Elkhart 

Secy:  Thomas  J.  Eberts,  South  Bend 
Annual  Meeting:  Sept.  13,  1989 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Assistance 
Dolores  Burant,  Elkhart 
Medical  Services 
Alfred  C.  Cox,  South  Bend 
Convention  Arrangements 

Charles  O.  McCormick,  Greenwood 
Medical  Education 
James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G.  Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Griei'ance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 
Alvin  J Haley,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B Ramsey,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 

Michael  Huntley,  Director  of  Member  Sendees 

John  Wilson,  Director  of  Finance,  Resident  Medical  Society 

Adele  Lash,  Director  of  Communications 

Julie  Newland,  Director  of  Government  Relations 

Ronald  Dyer,  General  Counsel 

Richard  Ryan,  Field  Sendees 

Bob  Sullivan,  Field  Services 

Janna  Kosinski,  Field  Services 

Dana  Wallace,  Computer  Services 

Susan  Grant,  Executive  Assistant 

Mary  Alice  Cary,  Executive  Assistant 

Rosanna  Her,  Membership,  Auxiliary,  Students 

Tom  Martens,  Members  Health  Insurance,  CME  Coordinator 

Carolyn  Downing,  Specialty  Society  Sennccs 

Tina  Sims,  Indiana  medicinf 


INDIANA  MEDICINE/June  1989 


499 


■ people 


Dr.  Deborah 
I.  Allen,  an  In- 
dianapolis fam- 
ily practitioner, 
has  been  ap- 
pointed chair- 
man of  the  De- 
partment of  Family  Medicine  at 
the  Indiana  University  School  of 
Medicine;  she  has  been  an  associ- 
ate professor  and  a director  of 
undergraduate  family  practice 
education  since  1986. 

Dr.  Shokri  Radpour,  a part- 
time  clinical  professor  at  the  Indi- 
ana University  School  of  Medi- 
cine, has  been  appointed  chief  of 
the  ENT  Section  at  the  Richard  L. 
Roudebush  Veterans  Administra- 
tion Medical  Center  in  Indianapo- 
lis. He  serves  as  president-elect  of 
the  American  Neurotology  Society 
and  as  vice  president  of  the  Triol- 
ogical  Society  Middle  Section  and 
last  month,  was  elected  as  a mem- 
ber of  the  American  Otological  So- 
ciety. Dr.  Radpour  has  relocated 
his  practice  to  Indianapolis  after 
practicing  for  26  years  in  Kokomo. 

Dr.  Stephen  W.  Perkins,  an 
Indianapolis  plastic  surgeon,  was 
guest  lecturer  at  a facial  plastic 
surgery  course  for  Mexican  physi- 
cians in  Morelia,  Mexico.  He  also 
was  a contributing  author  for  an 
article  appearing  in  the  February 
issue  of  Archives  of  Otolaryngology 
Head  and  Neck  Surgery. 

Dr.  Adel  H.  Ayoub,  an  anesthe- 
siologist at  Methodist  Hospital  in 
Merrillville,  attended  the  Ninth 
International  Symposium  on  In- 
tensive Care  and  Emergency 
Medicine  in  Brussels,  Belgium, 
March  21  through  24. 

Dr.  Randolph  W.  Lievertz,  an 
Indianapolis  family  practitioner, 
lectured  to  physicians  in 
Mckeesport,  Pa.,  on  "Current  Ad- 


vances in  the  Treatment  of  Com- 
plications of  Menopause."  He 
also  lectured  to  physicians  in  Au- 
burn, Ind.,  on  practical  informa- 
tion in  the  treatment  of  arthritis. 

Dr.  Scott  A.  Green,  a second- 
year  resident  in  the  Community 
Hospital  Family  Practice  Resi- 
dency Program,  is  one  of  20  U.S. 
recipients  of  the  Mead  Johnson 
Award. 

Dr.  Destry  W.  Lambert  of  Tip- 
ton  was  reappointed  to  the  Tipton 
County  Memorial  Hospital  Board 
by  the  Tipton  County  commis- 
sioners. 

Dr.  George  B.  Zeiner,  a Lafay- 
ette physician  specializing  in  aero- 
space medicine,  has  been  ap- 
pointed medical  director  of  Home 
Hospital's  occupational  medicine 
services. 

Dr.  Gerhard  M.  Grieser,  an 

Evansville  neurosurgeon,  has  been 
named  president  of  the  medical 
staff  executive  committee  for  Tri- 
State  Regional  Rehabilitation  Hos- 
pital. Other  officers  are  Dr.  Mark 

C.  Jones,  an  Evansville  neurolo- 
gist, vice-president;  Dr.  Kenneth 

D.  Davis,  an  Evansville  orthope- 
dic surgeon,  president-elect;  Dr. 
Howard  E.  Burg,  a Newburgh 
internist,  secretary-treasurer;  and 
Dr.  Ronald  W.  Sowa,  an 
Evansville  orthopedic  surgeon, 
medical  director. 

Dr.  Philip  G.  Bowser,  a 
Goshen  general  practitioner,  re- 
tired from  practice  April  21. 

Dr.  John  L.  Swamer  Jr.,  a Val- 
paraiso internist,  has  been  named 
Physician  of  the  Year  by  the  Visit- 
ing Nurse  Association  of  Porter 
County. 

Dr.  James  A.  Berndt,  a family 
practitioner  and  anesthesiologist, 
was  elected  president  of  the  medi- 
cal staff  at  Community  Hospital  in 


Bremen. 

Dr.  Craig  A.  Moorman,  a Fran- 
klin pediatrician,  was  named 
Johnson  County  Health  Officer. 

Dr.  Tae  G.  Kiehm,  a Misha- 
waka physician,  was  elected  to  a 
two-year  term  on  the  Hospice  of 
St.  Joseph  County. 

Dr.  Robert  M.  Maurer,  a retired 
Brazil  physician,  was  inducted 
into  the  Brazil  Times  Carrier  Hall 
of  Fame;  he  was  a carrier  for  The 
Times  from  1930  to  1934  before 
becoming  a doctor. 

Dr.  Douglas  A.  Triplett,  a Mun- 
cie  physician,  has  been  named 
vice-president  and  director  of 
medical  education  at  Ball  Memo- 
rial Hospital. 

Dr.  J.  Kent  Guild,  a Plymouth 
family  practitioner,  has  been 
named  president  of  the  medical 
staff  of  Holy  Cross  Parkview  Hos- 
pital. Other  officers  are  Dr.  Lloyd 
C.  France,  a Plymouth  general 
surgeon,  president-elect,  and  Dr. 
Rod  S.  Kubley,  a Plymouth  fam- 
ily practitioner,  secretary-treas- 
urer. 

Dr.  Mohammad  Arshad,  a Mer- 
rillville psychiatrist,  has  been  ap- 
pointed medical  director  of  the 
Substance  Abuse  Services  at  King- 
wood  Hospital  in  Michigan  City. 

Dr.  Lance  R.  Seagren,  a Lafay- 
ette physician,  has  been  appointed 
medical  director  of  Home  Hospi- 
tal's Paramedic  and  Ambulance 
Division. 

Dr.  Umamaheswara  R.  Kalapat- 
apu,  a Logansport  psychiatrist, 
was  named  acting  executive  direc- 
tor of  the  Four  County  Counseling 
Center. 

Dr.  Nicki  C.  Turner,  a Muncie 
internist,  received  a Women  of 
Achievement  Award  from  the 
East  Central  Indiana  Chapter  of 
Women  in  Communications.  □ 
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New  ISMA  members 

Ishwara  M.  Bhat,  M.D.,  Niles, 
Mich.,  cardiovascular  diseases. 

Michael  A.  Blood,  M.D., 
Crawfordsville,  family  practice. 

James  S.  Dunnick,  M.D.,  Lafay- 
ette, cardiovascular  diseases. 

Cheryl  B.  Goyne,  M.D.,  Val- 
paraiso, obstetrics  and  gynecol- 
ogy- 

David  P.  Gray,  M.D.,  Colum- 
bus, oncology. 

James  H.  Hart,  M.D.,  Pine  Vil- 
lage, family  practice. 

Badr  A.  Ishak,  M.D.,  Val- 
paraiso, anesthesiology. 

Joel  H.  Mayer,  M.D.,  Vincennes, 
anatomic  pathology. 

Thomas  L.  McCaffrey,  M.D., 
Richmond,  anatomic  and  clinical 
pathology. 


Monte  G.  McKerrigan,  M.D., 
Kokomo,  obstetrics  and  gynecol- 
ogy- 

Ward  M.  Neff,  M.D.,  Evansville, 
internal  medicine. 

Mark  E.  O'Brien,  M.D., 

Kokomo,  pediatrics. 

Evelyn  M.  Pauly,  M.D.,  Fort 
Wayne,  dermatology. 

Thaddeus  H.  Pope,  M.D. 
Crawfordsville,  otolaryngology. 

Charles  E.  Sanders  Jr.,  M.D., 
Muncie,  rheumatology. 

Carlyle  Schlabach,  M.D.,  South 
Bend,  family  practice. 

Mark  L.  Smucker,  M.D.,  South 
Bend,  cardiovascular  diseases. 

Bradley  J.  Strausburg,  M.D., 
Jasper,  anesthesiology. 

James  M.  Sutton,  M.D.,  Lafay- 
ette, nephrology. 

Albert  P.  Tomchaney,  M.D., 


South  Bend,  family  practice. 

Myma  D.  Trowbridge,  D.O., 
Valparaiso,  general  practice. 

Residents 

James  A.  Balko,  M.D.,  Indian- 
apolis, anatomic  and  clinical  pa- 
thology. 

Marc  E.  Duerden,  M.D.,  Indian- 
apolis, physical  medicine  and 
rehabilitation. 

Thimjon  C.  Ferguson,  M.D., 
Evansville,  family  practice. 

Roger  A.  Piatek,  M.D.,  Indian- 
apolis, family  practice. 

Linda  V.  Spencer,  M.D., 
Crawfordsville,  dermatology. 

Sue  Ann  Strayer,  M.D.,  Indian- 
apolis, anatomic  and  clinical  pa- 
thology. 

Vivien  O.  Tucker,  M.D., 
Evansville,  family  practice.  □ 


"The  rule  of  thumb  is  - when  the 
weight  of  the  paperwork  equals 
the  weight  of  the  patient,  it’s  time 
to  send  it  to  the  government." 
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■obituaries 


Leander  A.  Malone,  M.D. 

Dr.  Malone,  86,  a Terre  Haute 
radiologist,  died  April  9 at  South- 
wood  Health  Care  Center  in  Terre 
Haute. 

He  came  to  Terre  Haute  after 
graduating  in  1928  from  Washing- 
ton University  Medical  School  in 
St.  Louis.  He  was  an  active  mem- 
ber of  the  staffs  of  Union  Hospital 
in  Terre  Haute  and  Putnam 
County  Hospital  in  Greencastle. 

Dr.  Malone,  a long-time  friend 
of  the  Boy  Scout  organization, 
received  the  Boy  Scout  Silver  Bea- 
ver award  in  the  1940s  and  the 
Silver  Buffalo  award  in  the  late 
1960s. 

Leon  Nazarian,  M.D. 

Dr.  Nazarian,  33,  a Muncie  radi- 
ologist, died  March  6 in  Ball  Me- 
morial Hospital. 

He  was  a 1979  graduate  of 
Northwestern  University  School 
of  Medicine  and  practiced  in  Ohio 
four  years  before  coming  to  Mun- 
cie in  1987. 


Dr.  Nazarian  was  a member  of 
the  Blackford-Delaware  County 
Medical  Society,  the  American 
College  of  Radiology  and  the  Ra- 
diological Society  of  North  Amer- 
ica. 

Knight  L.  Kissinger,  M.D. 

Dr.  Kissinger,  82,  Steuben 
County  Health  Officer,  died  Feb. 

21  in  his  Angola  home. 

He  was  a 1940  graduate  of  the 
Indiana  University  School  of 
Medicine.  Dr.  Kissinger  also  was 
an  Army  veteran  of  World  War  II 
and  helped  organize  the  old 
Elmhurst  Hospital  in  Angola  in 
1947. 

Dr.  Kissinger  is  believed  to  have 
held  the  position  of  Steuben 
County  Health  Officer  longer  than 
any  other  health  officer  in  Indi- 
ana. 

William  C.  Kunkler,  M.D. 

Dr.  Kunkler,  96,  a retired  Terre 
Haute  surgeon,  died  March  8 in 
Meadows  Manor  East  Nursing 


Home  in  Terre  Haute. 

He  received  his  medical  degree 
in  1917  from  the  University  of 
Louisville  and  was  commissioned 
a medical  officer  in  World  War  I. 

He  joined  the  staff  of  St.  An- 
thony Hospital  in  Terre  Haute  in 
1920.  Dr.  Kunkler,  who  practiced 
medicine  more  than  50  years, 
taught  anatomy  and  physiology 
for  21  years  at  the  St.  Anthony 
School  of  Nursing  and  was  former 
chief  of  surgeons  at  St.  Anthony 
Hospital.  He  was  a member  of 
the  ISMA  Fifty  Year  Club. 

George  F.  Slama,  M.D. 

Dr.  Slama,  72,  a retired  Crown 
Point  physician,  died  April  11. 

He  was  a 1941  graduate  of  the 
Loyola  University  School  of  Medi- 
cine in  Chicago  and  an  Army 
veteran  of  World  War  II. 

Dr.  Slama  practiced  medicine  in 
the  Gary  area  for  more  than  40 
years  before  retiring  in  1983.  He 
was  a member  of  the  American 
Academy  of  Family  Physicians.  _l 


In  memoriam:  Donald  E.  Wood,  M.D. 


Dr.  Donald  E.  Wood,  79,  a re- 
tired Indianapolis  internist  who 
was  president  of  the  Indiana  State 
Medical  Association  from  1963- 
1964,  died  Feb.  1 at  his  home. 

A 1935  graduate  of  the  Indiana 
University  School  of  Medicine,  Dr. 
Wood  was  an  Army  veteran  of 
World  War  II.  He  was  a former 
professor  of  medicine  and  former 
chairman  of  postgraduate  educa- 
tion and  medical  economics  at  the 
I.U.  School  of  Medicine  and  had 
served  as  president  of  the  Marion 
County  Medical  Society. 

Dr.  Wood  was  a member  of  the 
American  Medical  Political  Action 
Committee  Board  from  1961  to 


Dr.  Donald  E.  Wood 


1971  and  served  as  AMPAC  chair- 
man from  1963-1964.  He  was  a 
member  of  the  American  Medical 
Association's  Board  of  Trustees 
from  1971  to  1974  and  had  been 
an  ISMA  delegate  to  the  AMA. 

He  was  a member  of  the  AMA 
Council  on  Legislative  Activities 
from  1960  to  1970  and  council 
chairman  from  1969  to  1970. 

He  received  an  honorary  doctor- 
ate in  science  from  Butler  Univer- 
sity in  1971  and  the  Vital  Award 
from  the  Marion  County  Chapter 
of  the  American  Heart  Association 
in  1982.  A member  of  the  ISMA 
Fifty  Year  Club,  he  retired  in  1988 
after  52  years  of  practice.  □ 
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When  people  disagree 

Arthur  R.  Pell,  Ph.D. 

Consultant,  Dale  Carnegie  & Ass. 


People  disagree  for  many  reasons.  Sometimes  they 
are  logical— legitimate  differences  of  opinion.  Other 
times,  they  are  emotional— the  people  involved  have 
strong  feelings  about  the  matter  under  consideration 
or  about  each  other.  The  job  of  the  manager  is  to 
resolve  the  differences  so  the  job  can  get  done. 

When  Karen  Harding  delegated  a special  project  to 
Jack  and  Jacqueline  she  was  faced  with  a serious  dis- 
agreement between  them  as  to  how  the  project  should 
be  pursued.  Each  of  them  had  ideas  about  which  they 
had  strong  feelings.  Karen  had  to  overcome  the  differ- 
ences or  the  job  would  not  be  accomplished.  A man- 
ager can  settle  differences  between  his  or  her  people 
in  one  of  two  ways:  arbitration  or  mediation.  In  arbi- 
tration, the  manager  listens  to  both  parties  and  then 
makes  the  decision  as  to  what  course  will  be  followed. 
In  mediation,  the  manager  tries  to  help  the  conflict- 
ing parties  reach  a meeting  of  the  minds.  Each 
approach  has  its  advantages  and  limitations.  Arbri- 
tration  takes  less  time  and  time  may  be  important, 
but  it  is  an  arbitrary  decision  and  may  be  unsatisfac- 
tory to  both  of  the  subordinates.  Mediation,  although 
time  consuming,  encourages  the  participants  to  think 
things  out  and  come  to  a mutually  agreeable  solution. 
When  the  people  involved  in  a disagreement  are 
encouraged  to  work  out  their  own  solutions,  both  are 
more  likely  to  accept  the  decision.  It  also  serves  as  a 
learning  experience  and  helps  participants  grow  in 
their  knowledge  and  job  capability. 

How  did  Karen  mediate  the  problem  between  Jack 
and  Jacqueline?  As  soon  as  she  became  aware  of  the 
disagreement,  she  called  both  of  them  into  her  office 
and  told  them  that  she  would  help  them  reach  an 
accord.  She  then  outlined  the  process  that  she  would 
use.  Both  parties  must  be  aware  of  the  process  of  con- 
flict resolution  to  obtain  best  results. 

Once  the  ground  rules  are  discussed  and  accepted, 
Karen  asked  Jack  to  present  his  view  of  the  situation. 
Now  you  might  think  that  after  he  does  this,  Jac- 
queline is  given  a chance  to  tell  how  she  sees  the  prob- 
lem, but  there  is  an  intermediary  step.  Jacqueline  is 
asked  to  restate  Jacks’  view.  This  is  a key  factor  in 
successful  mediation.  Unless  each  person  fully  under- 
stands how  the  other  views  the  problem  it  is  not  possi- 
ble to  come  to  any  mutual  understanding.  If  Karen 
had  skipped  this  step  and  asked  Jacqueline  to  tell  her 
side  of  the  story  instead  of  reviewing  Jack’s  com- 
ments, what  do  you  think  might  happen?  While  Jack 
was  making  his  statement,  Jacqueline  probably 
would  have  only  listened  with  half  of  her  attention: 
the  other  part  of  her  brain  would  be  concentrating  on 
what  she  could  say  to  rebut  Jack’s  arguments.  By 
requiring  a review  of  the  other  party’s  argument,  it 
forces  each  party  to  really  listen  to  the  other. 

After  Jack  has  agreed  that  Jacqueline’s  interpreta- 
tion of  his  view  is  correct,  Jacqueline  states  her  con- 
cept of  the  problem  and  Jack  indicates  how  he  sees  her 
viewpoint.  Once  Karen  is  assured  that  both  are  look- 
ing at  the  problem  in  the  same  way,  she  can  go  to  the 
next  step:  listing  the  areas  of  agreement  and  dis- 
agreement. 

In  most  situations  there  are  many  more  aspects  on 
which  the  conflicting  parties  agree  than  disagree.  By 
listing  these  items  on  a pad,  the  areas  of  agreement 
can  be  rapidly  disposed  of  and  the  parties  can  concen- 
trate on  those  matters  that  must  be  resolved. 


With  Karen’s  guidance,  Jack  and  Jacqueline  work 
out  their  differences  on  each  point.  As  no  manager 
has  unlimited  time  for  any  one  problem,  a time  limit 
should  be  set  for  this  meeting.  If  all  of  the  points  are 
not  settled  by  the  end  of  the  meeting,  another  meeting 
may  be  scheduled.  The  amount  of  time  devoted  to 
mediating  any  one  disagreement  depends  on  the 
urgency  of  the  situation  and  the  demands  on  the  time 
of  the  manager  and  each  of  the  participants.  After 
every  effort  is  made  to  mediate  in  the  time  frame 
scheduled,  there  may  still  be  some  items  on  which 
agreement  has  not  been  reached.  In  this  case,  Karen 
will  have  to  arbitrate  these  issues:  arbitration  is  a 
last  resort— only  used  when  mediation  fails. 

Now  let’s  look  at  conflicts  caused  by  emotional 
rather  than  logical  reasons.  If  the  reason  for  the  dis- 
sension is  a deep-seated  anger  or  resentment,  there  is 
not  much  one  can  do.  In  the  struggle  for  advancement 
or  power  within  an  organization  there  are  some  peo- 
ple who  may  stab  others  in  the  back  to  gain  an  advan- 
tage. It  is  unlikely  one  can  ever  persuade  the  stabee  to 
like  the  stabber. 

However,  in  most  situations  the  dislike  is  not 
deep-seated,  but  is  caused  by  misunderstandings  or 
intangible  and  vague  adverse  reactions  to  the  other 
person. 

Larry  was  concerned  about  the  lack  of  team  spirit  in 
his  department.  There  was  constant  bickering  and 
occasional  flare-ups  among  his  people.  After  attend- 
ing a workshop,  part  of  the  Dale  Carnegie®  Profes- 
sional Development  Series,  Larry  called  a meeting  to 
apply  one  of  the  ideas  he  picked  up.  After  a brief 
“warm-up”  talk  on  the  importance  of  team  work  on 
their  job,  Larry  asked  each  of  the  six  people  in  his 
group  to  write  the  names  of  the  other  five  on  a pad  he 
provided  and  to  write  next  to  each  name  what  they 
liked  best  about  that  person.  Then  he  had  each  person 
read  what  he  or  she  had  written  looking  at  that  indi- 
vidual while  reading  the  statement. 

Carl  looked  at  Marie  and  read:  “When  I ask  you  for 
information  or  help,  no  matter  how  busy  you  are,  you 
stop  and  give  me  what  I need.”  As  Carl  had  never  once 
thanked  her  or  acknowledged  that  her  help  was 
appreciated,  Marie  had  looked  upon  Carl  as  an 
ungrateful  pest.  Now  she  began  to  feel  more  positive 
about  him. 

Lil  told  Ron:  “When  I come  in  in  the  morning,  I’m 
grumpy.  You  always  make  me  feel  better  by  your 
cheery  ‘Good  Morning’.”  Ron  knew  Lil  was  “a 
grump”  and  didn’t  like  to  deal  with  her.  This  acknowl- 
edgement made  him  feel  better  about  her. 

When  the  participants  return  to  their  work,  each 
has  more  positive  feelings  about  their  co-workers.  It  is 
difficult  to  dislike  somebody  who  has  just  said  some- 
thing nice  about  you.  The  results  can  be  enhanced  if 
the  manager  keeps  alert  to  the  interactions  of  his/her 
people.  When  a nasty  remark  about  a person  is  made 
by  another  member  of  the  group,  the  manager  should 
remind  the  offender  of  the  compliment  given  to  that 
person  by  that  other  employee  at  the  meeting.  This 
reinforces  the  effect  of  the  meeting  and  clears  the  air 
reestablishing  the  good  will  that  had  been  created. 

Pocket/purse  size  reprints  may  be  purchased  (10  for  $10.00) 
or  (25  for  $20.00)  from  Dale  Carnegie  & Associates,  Inc.  1475 
Franklin  Avenue,  Garden  City,  N.Y.  11530 


Copyright  1985  Dale  Carnegie  & Associates,  Inc.  Garden  City,  N.Y.  All  rights  reserved.  No  copies  or  reprints  may  be  made. 
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PEDIATRIC  PARTNER  NEEDED  Com- 
munity: Small  town  atmosphere, 
populous  drawing  area.  School: 
National  honors.  Cultural:  Univer- 
sity town,  50  miles  from  Chicago. 
Economics:  Greatest  per  capita 
income  in  state.  Malpractice: 
Lowest  rates  in  nation.  Pediatric 
practice:  25  years,  still  expanding. 
Office:  Spacious  suife  in  four-year- 
old  medical  building,  other  spe- 
cialties associated,  lab  and  x-ray. 
Hospital:  All  services,  superior  neo- 
natal unit.  Send  CV  and  practice 
goals  to:  Thomas  J.  Covey,  M.D., 
F.A.A.P.,  2101  Comeford  Road, 
Suite  3,  Valparaiso,  IN  46383. 

BC/BE  FAMILY  PRACTICE  physician 
wanted  to  join  young  aggressive 
three-man  family  practice  group 
with  strong  interest  in  obstetrics. 

We  are  located  in  a pleasant  and 
progressive  university  community  in 
north  central  Indiana.  This  is  an 
excellent  opportunity  for  the 
proper  physician.  Competitive 
salary  and  benefits.  Please  for- 
ward CV  to:  Lafayette  Family 
Physicians,  2323  Ferry  St.,  Suite  205, 
Lafayette,  IN  47904. 

POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Package  of 
$85,000  plus  additional  profit-shar- 
ing for  42-hour  work  week.  Part- 
time  ER  work  available  in  addition. 
Contact  Dr.  Dean  Elzey,  (219)  489- 
2772. 

40-YEAR  FAMILY  PRACTICE  with 
building  for  sale.  Two  excellent 
hospital  facilities  near.  Call:  (317) 
643-3565  or  (317)  644-5073,  Ander- 
son, Ind. 

PHYSICIAN  WANTED  - Position 
available  for  a licensed  physician. 
Convenient  four-day  work  week. 
Please  contact  Greg  Edwards, 
American  Plasma,  515  Lincoln  Way 
West,  South  Bend,  IN  46601.  (219) 
234-6012  or  (219)  272-0769. 


MEDICAL  DIRECTOR  - Position  avail- 
able in  progressive  JCAHO-ac- 
credited  CMHC  that  serves  and 
has  locations  in  northern  Indian- 
apolis and  two  adjacent  counties. 
This  area  is  part  of  a carefully 
planned,  attractive  suburban  com- 
munity that  features  quality  homes 
and  condominiums.  It  has  some  of 
Indiana's  best  shopping  and  rec- 
reational facilities,  cultural  offerings 
and  outstanding  private  and  pub- 
lic schools.  Center  provides  com- 
prehensive services  including  out- 
patient, 30-bed  inpatient  unit,  par- 
tial hospitalization,  residential  pro- 
grams, emergency  services  and 
consultation  and  education  using 
a multidisciplinary  staff.  Duties 
include  supervision  of  associate 
director  and  a six-physician  medi- 
cal team,  plus  responsibility  for 
medical  and  clinical  care.  Candi- 
date must  be  board  certified  or 
board  eligible  and  should  hold  or 
be  eligible  for  a current  Indiana 
license.  Salary  $100,000+  with  ex- 
cellent fringe  benefit  package. 
E.O.E.  Send  resume  to:  Marilyn 
Levinsky,  Tri-County  Mental  Health 
Center,  Inc.,  8945  N.  Meridian  St., 
Indianapolis,  IN  46260. 

FAMILY  PRACTICE  - Acute  care 
facility  in  central  Iowa  seeks  family 
practitioner  to  join  group.  Thriving 
practice.  Two  clinics  with  strong 
hospital  support.  Call  coverage 
and  backup  excellent.  Obstetrics 
required.  Hospital  and  clinics  well- 
equipped  and  have  spacious  fa- 
cilities. Desirable  community.  Of- 
fering competitive  income  and 
benefits.  Call  Michael  Krier,  1-800- 
332-0488. 

ITEMS  FOR  SALE:  ATL  4000  S/L  and 
Ultramark  IV  ultrasound  units.  Both 
almost  new.  Fully  equipped,  all 
accessories.  Complete  medical 
library.  More  than  30  journal  titles 
from  the  past  10  years,  bound. 
Books,  shelves,  fixtures.  Topaz  line 
conditioner  25/40.  Mark  IV 
sigmoidoscopy  table.  EMI  CT  unit. 
Will  deliver.  Call  (502)  825-8375. 


FOR  RENT  - Doctor's  office.  1 .300 
square  feet.  Heat  furnished.  Ideal 
for  specialist  or  GP.  Excellent  park- 
ing. Rensselaer,  Ind.  Call  Dr.  T. 
Henley,  (219)  866-7552. 

CENTRAL  INDIANA  - Full  or  part- 
time  emergency  medicine  position 
available  immediately.  BE/BC  In 
family  practice,  internal  medicine 
or  emergency  medicine.  80-bed 
hospital  with  approximately  7,000 
visits  annually.  Located  25  miles 
from  Indianapolis  on  major  inter- 
state. Paid  malpractice.  Contact: 
M.P.  Forkin,  M.D.,  Witham  Memorial 
Hospital,  P.O.  Box  1200,  Lebanon, 

IN  46052,  (317)  482-8667. 

FAMILY  PRACTICE  - Hospital-spon- 
sored  clinic  opportunity.  Dynamic, 
growth-oriented  hospital  in  beauti- 
ful north  central  Wisconsin  is  seek- 
ing two  family  physicians  for  a new 
clinic  facility  currently  being  con- 
structed. The  administrative  bur- 
dens of  medical  practice  will  be 
minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed 
to  an  income  and  benefit  pack- 
age that  is  significantly  higher  than 
similar  opportunities.  Package 
includes  base  income,  incentive 
bonus,  malpractice,  disability,  sign- 
ing bonus  and  student  loan  reduc- 
tion/forgiveness program.  All  relo- 
cation costs  will  be  borne  by  the 
hospital.  Please  contact:  Dan 
McCormick,  President,  Allen 
McCormick,  France  Place,  Suite 
920,  3601  Minnesota  Drive,  Bloom- 
ington, MN  55435,  (612)  835-5123. 

FAMILY  PRACTICE  OPPORTUNITY  - 

BC/BE;  north  central  Indiana;  flex- 
ible ER  schedule  for  fully  accred- 
ited county  hospital  in  return  for 
exceptional  income,  opportunity 
to  set  up  own  zero  overhead  prac- 
tice, comprehensive  benefits  with 
all  factors  negotiable  to  meet 
specific  practitioner  needs.  Send 
CV  or  contact  collect:  James 
Wyatt,  Corporate  Staffing  Re- 
sources, 420  S.  Fourth  St.,  Elkhart,  IN 
46516  - (219)  522-2396. 
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IMMEDIATE  CARE  PHYSICIANS 
WANTED  - Need  to  be  trained 
and/or  experienced  in  areas  of 
medicine  that  deal  with  acute/ 
urgent  care,  such  as  minor  trauma, 
acute  illnesses  and  injuries  and 
physical  exams  in  all  age  groups. 
No  hospital  work.  Greater  Indian- 
apolis area.  Well-known  group. 
Good  salary/fringe  benefit  pack- 
age. Contact:  Michael  D.  Bishop, 
M.D.,  FACEP,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Ste.  A, 
Bloomington,  IN  47401  - (812)  333- 
2731. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Sherry  Bussel,  Midwest  Medical 
Management,  Inc.,  528  Turtle 
Creek,  North  Drive,  Suite  F-4,  Indi- 
anapolis, IN  46227  - (317)  783-7474. 

FAMILY  PHYSICIAN,  general  practi- 
tioner or  internist  wanted  to  join 
three-man  group  in  west  central 
Indiana.  Competitive  salary  and 
percentage  arrangement.  Part- 
nership arrangement  possible  after 
one  year.  Contact  Frank  Swaim, 
M.D.,  Parke  Clinic,  503  Anderson 
St..  Rockville,  IN  47872;  (317)  569- 
3182. 

INTERNIST  - Indianapolis  practice. 
Seeking  internist  with  an  interest  in 
geriatrics.  Excellent  salary  and 
benefits  including  CME  and  mal- 
practice. Flexible  scheduling.  CV 
to  Judy  Burnett,  4930  N.  Pennsylva- 
nia, Indianapolis,  IN  46205. 


GENERAL  SURGEON,  BE/BC  to  join 
me  in  my  solo  general  surgery 
practice.  Small  town  (7,000)  in 
northeast  Indiana.  A great  lake 
area,  good  place  to  rear  a family. 
Would  be  nice  if  you  shared  my 
interests  in  aviation.  Send  CV  to 
Joseph  A.  Greenlee  Jr.,  M.D., 
F.A.C.S.,  439  Water  St.,  Kendallville. 
IN  46755  or  call  (219)  347-3093, 
home,  or  (219)  347-2231 , office. 

ILLINOIS  - Great  opportunity  for  an 
experienced  emergency  physician 
to  join  a career  emergency  group 
practicing  in  western  and  south- 
western suburbs  of  Chicago. 

Please  contact  Debbie  Aber  (312) 
327-0777  or  send  your  CV  to: 
Emergency  Medicine  S.C.,  2142  N. 
Sedgwick  St.,  Chicago,  IL  60614. 

INDIANA  - Excellent  opportunity  for 
an  experienced  physician  to  join  a 
career  emergency  group  practic- 
ing in  northwestern  Indiana  near 
Chicago.  Please  contact  Debbie 
Aber  (312)  327-0777  or  send  your 
CV  to:  Emergency  Medicine  S.C., 
2142  N.  Sedgwick  St.,  Chicago,  IL 
60614. 

INTERNIST  BE/BC  - North  Shore  Inter- 
nal Medicine,  PC  is  seeking  an 
energetic  general  internist  to  enjoy 
the  benefits  of  a rapidly  expand- 
ing practice.  New  office  close  to 
hospital.  Michigan  State  Medical 
School  Campus.  Send  resume  to 
2420  First  Ave.  South,  Escanaba,  Ml 
49829  - (906)  786-1563. 

PEDIATRICIAN,  RICHMOND  - To  join 
five-person  group.  Excellent  op- 
portunity. Pediatric  Center,  1434 
Chester  Blvd.,  Richmond,  IN  47374. 
(317)  966-5527. 


BOARD  CERTIFIED  radiologist  in  his 
early  30s,  trained  in  all  modalities, 
wishes  to  relocate  to  the  Midwest. 
Prefers  solo  or  at  most  two-man 
group  with  one  or  more  busy  hos- 
pitals who  have  MR  or  potential  for 
it  along  with  the  usual  diagnostic 
modalities.  Licensed  in  Illinois,  Ken- 
tucky and  Indiana.  Call  (502)  825- 
8375. 

BE  A PART  of  an  exciting  new  com- 
munity developing  in  north  central 
Indiana.  A professional  complex 
intended  to  house  medical/dental 
specialists  is  currently  under  con- 
struction. Rapidly  growing  popula- 
tion of  middle  and  upper  class 
residents.  Office  space  can  be 
built  to  your  specifications.  Con- 
tact JCM  Realty:  (219)  232-2314. 

EMERGENCY  PHYSICIAN  - Excellent 
opportunity  for  experienced  emer- 
gency physician.  Full-time  position 
available  in  three-man  group  ex- 
panding to  four.  Guaranteed  rate 
of  compensation.  Malpractice 
insurance  provided.  150-bed  hos- 
pital with  15,000  ER  patients  per 
year.  C/O  Mark  G.  Doyle,  M.D., 
1000  N.  16th  St.,  New  Castle,  IN 
47362  - (317)  521-1 159. 

INTERNIST/OR  INTENSIVIST:  BC/BE 
to  join  a busy  three-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Position  available  immedi- 
ately. Reply:  Box  19616,  Indian- 
apolis, IN  46219.  □ 
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PRIMARY  CARE 
PHYSICIANS 

A major  Midwestern  health  care 
organization  is  seeking  licensed  physi- 
cians for  practice  in  existing  groups  and 
for  solo  opportunities.  Our  facilities  are 
known  nationally  for  innovations  in 
health  services  and  technology. 

The  selected  physicians  will  be  respon- 
sible for  individual  practice  develop- 
ment and  direction  of  health  care  in  a 
major  metropolitan  area.  Our  area  is 
one  of  the  fastest-growing  regions  in  the 
Midwest,  offering  the  finest  in  profes- 
sional, cultural  and  recreational 
opportunities. 

For  prompt,  confidential  consideration, 
please  submit  resume  and  vita  to: 

BOX  # 

c/o  Chicago  Medicine 
515  N.  Dearborn  Street 
Chicago,  IL  60610 

Equal  Opportunity  Employer 


Are  you  moving? 


If  so.  please  send  change  of  address  to 
the  Indiana  State  Medical  Association,  Member- 
ship Department,  3935  N.  Meridian  St.,  Indian- 
apolis, IN  46208,  at  least  six  weeks  before  you 
move. 
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However,  we  do  not  have  facilities  to  make  comprehen- 
sive or  complete  investigation,  and  the  claims  made  by 
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Name: 

Address: 


Are  you  reading  this  ad? 


City: 

State:  Zip:  _ County: 

Office  phone:  Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your 
last  copy  of  Indiana  medicine  here: 


So  are  thousands  of  others.  Reach 
more  than  6,000  physicians  with  a 
display  ad  in  Indiana  medicine,  the 
journal  of  the  Indiana  State  Medical 
Association. 

For  additional  information,  contact 
Indiana  medicine,  3935  N.  Meridian 
St.,  Indianapolis,  IN  46208  - (317) 


925-7545. 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  ate  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreated  withACEinhibitors,  including  VASOTEC  Insuchcases,  VASOTECshould  bepromptlydiscontinuedandthe 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ot  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg,  subcutaneous  epinephrine  solution 
1:1000  (0,3  mL  to  0 5 ml),  should  be  promptly  administered  (See  ADVERSE  REACTIONS  ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsl  dose,  but 
discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  nol  necessary  when  dosing  instructions 
are  followed:  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
iiigh-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  II  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ot  treatment  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  lo  lurther  doses  of  VASOTEC 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropemalAgranulocytosis.  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  trequently  in  patients  with  renal  impairment,  especially  il  they 
also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neulropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renm-angiolensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
few  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
tunction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  (actors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  il  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  lo  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Intormalion  lor  Patients. 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  lirst  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lightheadedness  especially  during  the  lirst  lew  days  ot  therapy  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ot  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inleclion  (e  g,,  sore  throat,  lever)  which  may  be 
a sign  ot  neulropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  If  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  wilh  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interaclions. 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  if  concomitant  use  of  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  Ihey  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  nol  be  used  in  patients  with  heart  lailure  receiving 
VASOTEC 

Lithium:  A few  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  trequently. 


Pregnancy  - Category  C There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  al  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevenled  the  malernal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  lound  lo  cross  Ihe  placenta  following  administration  ot  labeled  enalapril  lo  pregnanl  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnanl  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benefit  luslilies  the  potential  risk  lo  the  letus 

Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  following  administration  ol  iJC  enalapril  maleate  II  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  lhan  10,000  patients,  including  over  1000 
patients  treated  for  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Irequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  lhan  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (t  3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6  7%).  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  lhan  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  laligue  (18%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1 3%).  vomiting  (1 3%).  bronchitis  (1 3%),  dyspnea 
(1.3%),  urinary  tract  inlection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  lo  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  mlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arresl,  pulmonary  embolism  and  mlarction,  rhythm  distur- 
bances, atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inleclion 
Skin:  Herpes  zoster,  pruritus,  alopecia,  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  It  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0,9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy 
in  0.1%  ot  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2.2% 
of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1 9%  of  patients  with  heart  lailure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine . Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0.2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  trequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  anolher  cause  ot  anemia  coexists  In  clinical  trials,  less  than  0 1%  of  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neulropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC,  The  diuretic  should,  if  possible,  be  discon- 
tinued tor  two  lo  three  days  betore  beginning  therapy  wilh  VASOTEC  lo  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  of  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mLYmm  (serum  creatinine  >3  mg/dL),  the  lirst  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2 5 mg  once  or  twice  daily  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Interactions ) If  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 

01  hypotension.  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  lailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV),  patients  were 
treated  with  2.5  to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Effects ) Dosage  may  be  adiusted  depending  upon  clinical  or  hemody- 
namic response.  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  wilh 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure  WARNINGS,  and  PRE- 
CAUTIONS, Drug  //7/erac/zo/7s ) The  dose  may  be  increased  to  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  al  intervals  of  four  days  or  more,  il  at  the  time  of  dosage  adiustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ot  renal  lunclion  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  information  .consult  your  MSD  representative  or  see  Prescribing  Information  Merck  SHARft 
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